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ABSTRACT 
 
Indifference to Difference: Factors Related to Recognizing and Responding to Students with 
Symptoms of Depression 
by 
Wendy Eichler Morrison 
 
Depression is a significant problem in university students, and the majority of 
students who identify as depressed are not receiving treatment (American College Health 
Association, 2013). In response to the significant underutilization of treatment amongst 
depressed college students, colleges and universities recently have begun to depend on fellow 
students, faculty, and staff to recognize and respond to at-risk students. These campus 
community members are often on the “front lines” of dealing with troubled students 
(Kitzrow, 2009). However, research has not kept up with the increasing practice of using 
laypeople to identify and make appropriate referrals, so the variables influencing the 
effectiveness of this practice are unknown. Therefore, the purpose of the study was to explore 
specific variables hypothesized to impact student, faculty, and staff members’ recognition 
and response to a hypothetical student’s depression symptoms. Using a theoretical 
framework informed by mental health literacy (Jorm, 2000), the research utilized a pilot 
study to develop three vignettes that differed by depression severity. The larger dissertation 
study was implemented with 1,625 university students, faculty, and staff to investigate the 
relations between the vignette depression severity, demographic factors, perceived severity of 
depression, and response behaviors. Results indicated that the university community could 
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distinguish between differing presentations of depression, and could differentially select 
responses to a hypothetical depressed student which were consistent with their perceived 
depression severity. In addition, consistent with previous research, men and people with no 
prior mental health experience reported responding with less intensity relative to women and 
those with certain mental health experience. Findings are explored in the context of a 
university that experienced a recent tragedy. The study concludes with a discussion of 
implications for policy and future research. 
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 Chapter I 
Introduction 
Across the U.S., colleges and universities report that students are presenting with 
mental health concerns with increasing severity, complexity, and frequency (Gallagher, 
2012). In a retrospective review of decades of archival survey data, researchers found a 
significant rise in the number and severity of mental health problems among students seeking 
counseling (Levine & Dean, 2012). Moreover, a recent survey found that 95% of college 
counseling center directors report that the number of students with significant psychological 
problems is a growing concern in their centers or on campus (Mistler, Reetz, Krylowicz, & 
Barr, 2012). The reasons for this are complex, but explanatory theories include increased 
pressure and stress levels, a rise in the number of students in treatment prior to coming to 
college, and characteristics distinctive to the “millennial” generation (Brunner, Wallace, 
Reymann, Sellers, & McCabe, 2014). 
Although the severity of psychological distress among college students appears to be 
increasing, many students who could benefit from mental health services still do not access 
them (Eisenberg, Golberstein, & Gollust, 2007; Mier, Boone, & Shropshire, 2009). The 
underutilization of mental health services among college students is particularly concerning, 
given the fact that individuals with mental illnesses who remain untreated for longer periods 
of time are less likely to improve or fully recover compared to those who receive treatment 
early (Dell’Osso & Altamura, 2010; Marshall et al., 2005). Additionally, because many long-
term mental illnesses have their initial onset during the late teens through mid-20s (Kessler et 
al., 2007), there is an urgent need to identify and connect college-age individuals to 
appropriate mental health care as early as possible. 
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Currently, the onus of identifying mental illness is left primarily on mental health 
professionals, and a significant number of students are left unidentified and untreated. More 
recently there has been a call to engage the larger university community in general to support 
students who are unlikely to access professional help on their own, despite the best efforts of 
college counseling center outreach (Jodoin & Robertson, 2013; Kitzrow, 2003; Mier et al., 
2009). Many of these initiatives involve a comprehensive institutional approach to address 
concerns as early as possible by relying on university community members – students, 
faculty, and staff – to recognize and refer troubled students who need help (Jodoin & 
Robertson, 2013; Kitzrow, 2003; Mier et al., 2009).  
However, there is a dearth of research on the effectiveness of relying on untrained 
university community members to make appropriate referrals about students in emotional 
distress. It is largely unknown how much students, faculty, and staff are able to recognize and 
respond to a distressed student, particularly one with severe depression. Major depressive 
disorder in particular is important to focus on because of its relatively high prevalence among 
college students, low treatment utilization rates, potentially life-threatening outcomes, and 
negative impact on academic functioning (American College Health Association, 2013; 
Blanco et al., 2008). If university community members are unable to identify and 
appropriately respond to depressed students, there may be a scarcity of appropriate referrals 
made and significant underutilization of available mental health services. Therefore, the 
purpose of the current study was to explore the specific variables that affect student, faculty, 
and staff members’ recognition and response to a hypothetical student’s depression 
symptoms. The study was designed to investigate the relations between the depression 
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severity of a person in the vignette, recognition of depression symptoms, demographic 
factors, and response behaviors among university students, faculty, and staff members.  
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Chapter II 
Literature Review 
Young adulthood is a pivotal period in the development of psychological problems. 
Half of adult mental illness begins before age 14, and three-quarters before age 24 (Institute 
of Medicine and National Research Council [IMNRC], 2009). Epidemiological data tells us 
that approximately 20% of individuals aged 18-25 in the U.S. have had a mental illness in the 
past year (Substance Abuse and Mental Health Services Administration, 2013). In addition, 
suicide is the third leading cause of death among young people (ages 15-24; Centers for 
Disease Control and Prevention, 2010). The negative effects of mental illness on quality of 
life and morbidity are startling among this age group as well; mental disorders and substance 
abuse accounted for 48% of disability adjusted life years lost for ages 15 to 24 (IMNRC, 
2009).  As a result, the annual cost of treatment, lost productivity, and crime for young 
people with psychiatric disorders is estimated to be $247 billion (IMNRC, 2009). 
The recent rise of college campus violence, suicides, and substance abuse suggests 
that university students are not immune to experiencing serious mental health problems. In 
fact, the prevalence of mental disorders among college students is similar to same-aged non-
student peers (Blanco et al., 2008), and more recent research indicates that the number and 
severity of mental disorders in college student populations may be on the rise (Hunt & 
Eisenberg, 2010; Storrie, Ahern, & Tuckett, 2010; Substance Abuse and Mental Health 
Services Administration, 2013). According to several sources, including the American 
College Health Association’s (ACHA) 2012 survey, there has been a significant increase in 
psychological problems on college campuses (ACHA, 2013; Kadison, 2006). Research 
suggests a variety of reasons for this increase, such as the increase in the proportion of 
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students arriving on campus on psychiatric medications (Carter & Winseman, 2003), and the 
psychosocial differences in the “millennial” generation (e.g., “helicopter” parents and 
overextended youth; Watkins, Hunt, & Eisenberg, 2012). 
Perhaps most striking is the degree of distress that students report experiencing; in the 
2012-2013 academic year, 51% of students reported experienced overwhelming anxiety, 37% 
felt overwhelming anger, 31% felt so depressed that it was difficult to function, and 7% 
seriously considered suicide (ACHA, 2013). A study of over 26,000 undergraduate and 
graduate students from 70 colleges and universities revealed that more than half of students 
reported having at least one episode of suicidal thoughts in their lives (Drum, Brownson, 
Denmark, & Smith, 2009). 
The increased prevalence and distress of reported mental illnesses among students 
would be less problematic if those students were receiving treatment. Unfortunately, 
however, this is not the case, as many studies indicate the high prevalence of untreated 
mental health concerns among student populations (Blanco et al., 2008; Eisenberg, 
Golberstein, & Gollust, 2007). For example, although 51% of students reported 
overwhelming anxiety in the past year, only a quarter of these students reported receiving 
treatment (ACHA, 2013). Similarly, only one-third of those with depression received 
treatment. Additionally, men are less likely than women to seek treatment for their mental 
health problems (ACHA, 2013). Racial and ethnic minority students also tend to underuse 
mental health services and hold less favorable attitudes toward help-seeking (Loya, Reddy, & 
Hinshaw, 2010; Masuda et al., 2009). 
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Recognition and Response 
Given the significance of early recognition and intervention to connecting college-age 
individuals to appropriate mental health care, why are only a fraction of those reporting 
problems actually receiving treatment? Two contributing factors appear to be at play in the 
process of connecting an individual to mental health care. First, a person must recognize the 
presence of a mental health concern. That is, the identification of a problem or decline in 
functioning must be present. Second, a person must make a response as a result of that 
recognition. An action step, such as a referral to a professional, is the bridge to successfully 
connecting an identified individual to appropriate resources.  
One theoretical explanation for why people may not receive treatment for their illness 
may be their “mental health literacy,” which refers to the knowledge and beliefs that one has 
about psychological disorders, their treatment, and prevention (Jorm, 2000). There is 
growing evidence that inadequate mental health literacy is related to a lack of help-seeking 
behavior. That is, if people do not recognize that they or someone they know may have a 
disorder, they may be less apt to seek out appropriate help (Gulliver, Griffiths, & 
Christensen, 2010; Rüsch, Evans-Lacko, Henderson, Flach, & Thornicroft, 2011). The broad 
conceptualization of mental health literacy has implications for both the recognition and 
action steps in connecting an individual to treatment. Unfortunately, the research literature on 
mental health literacy does not appear to distinguish the factors of recognition and response 
to mental illness, and thus these components appear to be confounded with one another. In 
many research studies investigating mental health literacy, the concept is operationalized in 
terms of recognition of a mental illness, with relatively less emphasis placed on the response 
to a mental illness. Given this confound, I will discuss the literature on recognition and 
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response as separate components, including findings on mental health literacy as it pertains to 
each component. A brief discussion of mental health literacy will begin the next section, 
followed by research on the recognition of mental illness. 
Mental Health Literacy 
Jorm et al. (1997) first introduced the term mental health literacy as “knowledge and 
beliefs about mental illnesses and symptoms that aid their recognition, management, or 
prevention” (p. 182).  The concept was coined by Jorm and colleagues to highlight the notion 
that, in contrast to physical health, the general public has relatively little knowledge about 
mental health that is associated with mental health promotion. Jorm (2012) provides a broad 
conceptual definition of mental health literacy that includes “(a) knowledge of how to 
prevent mental disorders, (b) recognition of when a disorder is developing, (c) knowledge of 
help-seeking options and treatments available, (d) knowledge of effective self-help strategies 
for milder problems, and (e) first aid skills to support others who are developing a mental 
disorder or are in a mental health crisis” (p. 231).  
Jorm (2012) contends that mental health literacy is an important initiative for the 
entire community – as opposed to only mental health professionals – because of the large 
proportion of people with mental illness, and particularly those who are not receiving 
treatment. Currently, the onus of identifying mental illness is left primarily on mental health 
professionals, and a significant number of people are still left unidentified and untreated. 
Therefore, in order to shift the current focus from treating those individuals in crisis or 
suffering from the most disabling illnesses, a greater focus on prevention, early intervention, 
self-help, outreach, and community support is needed.  Jorm and colleagues assert that such a 
shift can be achieved by addressing the mental health literacy of the public, so that anyone 
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with basic knowledge and skills about mental health can be empowered to improve their 
mental health (Jorm, 2000; 2012). If someone is experiencing symptoms of a mental illness, 
or knows someone who is, attempts to recognize and treat the symptoms will be highly 
shaped by mental health literacy. According to the mental health literacy conceptual 
framework proposed by Jorm (2000), people (and/or their support network) are empowered 
to act as the change agent in the management of their mental health. They may choose among 
a variety of resources available, but only if they have the knowledge and beliefs that there is 
effective help available (Jorm, 2000; 2012). 
Recognition of Mental Illness 
Jorm and colleagues first began to assess laypeople’s ability to recognize mental 
illness in 1997, and similar methods of assessment have since been replicated by many 
researchers. The typical methodology uses vignettes to depict a fictional person who meets 
criteria from the Diagnostic and Statistical Manual of Mental Disorders (DSM) for a disorder 
in question. Participants are asked to read the vignette and identify what, if anything, might 
be wrong with the person depicted in the vignette. In the first study using this framework, 
Jorm, Korten, Jacomb, Christensen, et al. (1997) surveyed a representative national sample of 
2,031 Australian adults who responded to a telephone survey featuring a vignette of a person 
with either depression or schizophrenia. The results indicated that many of the respondents 
recognized the presence of a mental health problem in the vignettes, but relatively few 
respondents were able to correctly label the diagnosis – 39% accurately labeled the 
depression vignette, and 27% accurately labeled the schizophrenia vignette.  
Since that first study, numerous studies have attempted to assess laypeople’s 
recognition of mental illness in a variety of samples (Burns & Rapee, 2006; Cotton, Wright, 
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Harris, Jorm, & McGorry, 2006; Farrer, Leach, Griffiths, Christensen, & Jorm, 2008; Hugo, 
Boshoff, Traut, Zungu-Dirwayi, & Stein, 2003; Kermode, Bowen, Arole, Joag, & Jorm, 
2009; Lauber, Nordt, Falcato, & Rössler, 2003; Olsson & Kennedy, 2010; Suhail, 2005). The 
results of such studies are difficult to synthesize because of differences in methodologies 
used and cultures sampled, and a meta-analysis has not yet been conducted. Nevertheless, 
estimates range dramatically, cited anywhere between 5-90% of respondents who can 
correctly identify depression and schizophrenia when presented with vignettes depicting the 
respective symptoms. Levels of recognition have been measured for other psychological 
disorders, including anxiety disorders in college students (Coles & Coleman, 2010) and 
eating disorders among adolescent girls (Mond et al., 2007). However, much of the literature 
sampling the public suggests that in general, people under-recognize the symptoms of mental 
illnesses (Wright et al., 2005).  
A few studies have varied from the vignette methodology in various ways. For 
example, Lauber and colleagues (Lauber, Ajdacic-Gross, Fritschi, Stulz, & Rössler, 2005) 
conducted an exploratory online survey among 225 Swiss university students to evaluate 
their ability to correctly recognize the specific symptoms of both depression and 
schizophrenia. They reported a response rate of 18%. The authors provided participants with 
a list of 10 symptoms for each disorder, in which five listed symptoms were part of the 
respective diagnostic criteria and five were not. Their results revealed a high recognition of 
depression symptoms (over 90%), but comparatively low recognition of schizophrenia 
symptoms. A closer examination of their results indicates that “split personality” and 
“increased readiness for violence” were falsely recognized as symptoms of schizophrenia by 
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a majority of the participants. For depression, “repeated revival of a trauma” was falsely 
recognized as a symptom of depression by a majority of the participants.  
In another example, Trudgen and Lawn (2011) conducted a qualitative study with 
secondary school teachers in Australia to explore when they recognize students with anxiety 
or depression concerns.  The researchers found that each teacher had varying and subjective 
understandings of how to recognize anxiety or depression, and the number of years of 
teaching experience had no relation to teachers’ subjective knowledge about mental health 
problems in students (Trudgen & Lawn, 2011). 
Individual Differences in Recognition                                                            
A variety of specific, individual differences in recognition have been identified. 
Several findings have been replicated, and some reveal contradictions. A few of the main 
findings are described below. 
Attitudes and personal experience with mental illness and/or treatment. Lauber 
et al. (2005) found that Swiss undergraduates who endorsed having a previous interest in 
mental illnesses, having had a side job related to mental disorders, and having personal 
treatment experience with mental illness were more likely to correctly identify the relevant 
symptoms of depression and schizophrenia. Interestingly, the authors also found that 
participants who endorsed having a personal experience of mental illness did not have 
significantly better recognition than those who did not have such personal experience.  This 
finding was consistent with Goldney et al. (2001), who found that participants with major 
depression were no more likely than healthy participants to recognize depression in a 
vignette.   
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The results of a study of 844 community adults in Switzerland (Lauber, Nordt, 
Falcato, & Rössler, 2003) identified a low recognition rate for a depression vignette (40%) 
whereas a relatively high recognition rate for a schizophrenia vignette (74%). Looking 
further at characteristics related to recognition, the authors found that participants who had a 
positive attitude towards psychopharmacology had better recognition of the two vignettes. 
Additionally, participants who had previous contact with people with mental illness had 
better recognition of the depression vignette.  
Age. Age differences in recognition have only recently been explored. Farrer and 
colleagues (2008) found that respondents aged 70 and above were less likely to correctly 
identify either depression or schizophrenia, endorsed fewer sources of treatment as being 
helpful, and had incorrect attributions of the cause of schizophrenia, compared to people age 
18-24 (Farrer, Leach, Griffiths, Christensen, & Jorm, 2008). Younger people had better 
recognition of depression, but tended to misdiagnose schizophrenia as depression. This 
finding is consistent with Fisher and Goldney (2003), who identified that people age 65-74 
recognized depression in a vignette less often and perceived less likelihood of help from 
several different mental health professionals compared to people aged 15-24.  
In looking solely at young people’s mental health literacy, Wright et al. (2005) found 
that young people aged 12-17 were significantly less likely to recognize symptoms of either 
depression or schizophrenia compared to 18-25 year-olds. Almost half of 12-25 year-olds 
could correctly recognize depression in a vignette, but only 25% could correctly recognize 
psychosis.  
Reavley and colleagues (2012) found that among 774 university students in Australia, 
over 70% were able to recognize depression in a vignette. Higher likelihood of recognition 
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was associated with being female, having more education, and being born within Australia. 
The authors also asked participants the degree to which they endorsed stigmatizing attitudes 
toward the person in the vignette, which included items assessing if the person may be 
dangerous, if it would be best to avoid the person, if the person did not have a real illness, 
and if the person could make him/herself better on his own. Higher likelihood of stigmatizing 
attitudes were associated with being male, having less education, being born outside of 
Australia, and not recognizing depression in the vignette (Reavley, McCann, & Jorm, 2012).   
In a study evaluating African-American college students’ mental health literacy of 
depression, Stansbury and colleagues (2011) used Jorm’s (2000) depression vignette to 
evaluate students’ recognition of depression, beliefs about recovery and various 
interventions, as well as a question about mental illness stigma in African American 
community. Although the study was limited by a small sample size (N = 54), the results 
showed that half of the students recognized depression, and held positive beliefs about 
mental health professionals. However, most endorsed the belief that medication would not be 
helpful, and approximately one-third endorsed a stigma about mental illness in the African 
American culture (Stansbury, Wimsatt, Simpson, Martin, & Nelson, 2011).  
Gender. Several studies have identified gender differences with regard to 
participants’ recognition of a mental illness presented in a vignette (Lauber et al., 2005; 
Swami, 2012), where women demonstrate better recognition than men. Interestingly, the 
gender of the person depicted in the vignette also appears to moderate the recognition of 
mental illness; Swami (2012) found that 1,218 British adults were more likely to indicate that 
a male in a vignette did not suffer from depression, compared to the same vignette featuring a 
female. However, Cotton and colleagues (2006) found the opposite effect among young adult 
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Australians – recognition of depression was significantly higher when the character in a 
depression vignette was male (53%) than female (44%). In addition, she found that men 
demonstrated significantly lower recognition of depression symptoms in general. 
Importantly, men were also more likely to endorse using alcohol or other substances to deal 
with mental health problems. 
Lauber et al. (2005) identified several demographic factors related to participants’ 
recognition that were related to gender and academic area of study. In particular, male 
students in the natural sciences, economics, and philosophy demonstrated the least accurate 
recognition, whereas students in psychology and medical fields had the most accurate 
recognition. When controlling for area of study, women had more accurate recognition than 
men.  
Culture. Cultural differences in recognition vary widely, as culture is tied to how 
people conceptualize the etiology, symptoms, and appropriate treatments of mental illnesses 
(Bass, Eaton, Abramowitz & Sartorius, 2012). The cultural influences on recognition of 
mental health problems are complex, and research is mostly limited to Western, high-
resource cultures. Furnham and Hamid (2014) published a recent review of mental health 
literacy studies conducted within a non-Western country, or within a Western country that 
included at least one non-Western ethnic group. Although methodological differences across 
studies limited overall generalizability, their findings illustrated that participants from more 
“developed” and urbanized cultures generally had higher recognition of mental health 
problems. Overall, participants tended to show better recognition of depression than of 
schizophrenia, and recognition for other disorders was generally at or below 15%. There are 
a handful of cross-cultural studies of mental health literacy with mixed findings, and the 
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research appears to lack any cultural or anthropological theory about why particular cultures 
may have differences in recognition. Given the literature supporting the notion that 
symptoms are highly mediated by the cultural environments in which they occur (e.g., 
culture-bound syndromes; Bass et al., 2012), considerations of cultural differences in 
recognition need to take into account the diverse understandings of what is considered 
normal or abnormal, while also identifying universal symptom patterns that define disorders 
across cultures. 
Response to Mental Illness in Others 
As noted above, the recognition of a mental health problem is essential to connecting 
that individual to appropriate help. Another essential part of this process is, of course, 
whether an individual actually takes action to help a person with an identified mental health 
problem. In order to frame this important “response” component, it is useful to reference the 
landmark research done on bystander intervention. A full review of bystander intervention 
research is beyond the scope of this proposal; however, what follows is a brief review of 
bystander research as it relates to responding to someone in distress.  
Factors Related to Who Takes Action: A Decision Model of Intervention 
 Latane and Darley (1970) proposed a decision model of bystander intervention that 
depends on the outcomes of a series of decision-making steps. Before intervening, a person 
with the potential to intervene weighs the costs and benefits of each step. A negative 
resolution to any of these processes will result in the bystander not intervening. 
1. Do I notice something wrong? 
2. Does this situation appear to need some intervention? 
3. Do I take personal responsibility? 
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4. What kind of help do I give? 
5. Will I carry out that help? 
First, the person makes a decision about whether something is noticeably wrong. In this 
step, the person recognizes a concerning situation. Second, the person interprets the situation 
as needing intervention; he or she identifies that something could benefit from help. Third, 
the person decides whether or not to take personal responsibility for the intervention. In this 
step, the person may decide that he or she is not responsible for providing some help. Fourth, 
if the person does decide to help, he or she decides what kind of help to provide, i.e., what 
form of help will she give. Finally, the person must decide how to carry out that help.  
  A multitude of factors – contextual, behavioral, sociocultural, interpersonal, 
intrapersonal – have been shown to affect the decisions made at each of these steps (Dovidio 
& Penner, 2001; Latane & Darley, 1970). According to Dovidio and Penner (2001), 
“…helping is a complex, multi-determined behavior. Whether it is spontaneous and short-
term or planned and sustained, helping is an evolutionarily important behavior that is shaped 
by fundamental cognitive and affective processes, involves self- and other-directed motives, 
and has consequences that are central to one’s self-image and social relationships” (p. 186). 
Situational factors. A variety of contextual and situational factors can impact a 
person’s decision to respond. Unambiguous, severe situations tend to pull for higher levels of 
empathic arousal and are related to stronger norms supporting intervention and greater guilt 
for not intervening (Dovidio & Penner, 2001). For example, a person is likely to react 
differently depending on whether the person in distress is overtly broadcasting his distress, 
such as by shouting (Piliavin, Dovidio, Gaertner, & Clark, 1981). Additionally, the 
bystander’s awareness of the presence of witnesses may inhibit a bystander’s helping 
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response, an effect which is known as diffusion of responsibility (Darley & Latane, 1968). 
Diffusion of responsibility occurs when a bystander perceives that other witnesses are able to 
respond, so the bystander’s personal assistance is no longer needed, and therefore the 
bystander is relieved of personal responsibility. Piliavin and colleagues’ research (Piliavin et 
al., 1981) indicates that in deciding whether to help, people consider the rewards and costs in 
each potential situation. However, the rewards and costs are subjectively determined, 
depending on a variety of factors. For example, in situations of greater danger or severity, 
people are more likely to interpret a situation as needing intervention, and will be more likely 
to take action. However, other research supports the notion that if a bystander believes that 
the person in distress is at fault for creating his own plight, there is less of a pull to help 
(Dovidio & Penner, 2001). In addition, the nature of the relationship between the bystander 
and the person in distress impacts the likelihood of helping (Latane & Darley, 1970). 
 Individual Differences in Responding. Individual differences – including 
demographic, personality, and motivational characteristics – also have an impact on a 
person’s likelihood of responding to someone in need (Dovidio & Penner, 2001). 
Characteristics such as level of altruistic motivation and empathy have been found to be 
related to the likelihood of responding to someone in need (Batson, 1991). Some interesting 
gender differences have been found in relation to helping:  Eagly and Crowley (1986) 
identified that men and women don’t differ in how much they help but rather in the kinds of 
help they offer; that is, women are more likely to provide affiliative helping responses – e.g., 
being emotionally supportive and nurturing, while men are more likely to engage in “heroic” 
helping (e.g., risking their own well-being to help) or “chivalrous” helping (e.g., offering 
help to less powerful victims). In terms of age differences, mixed findings have revealed an 
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inconsistent relation between age and tendency to respond to someone in need of help 
(Dovidio & Penner, 2001). Some research on blood donors indicates that those most likely to 
provide help tend to have at least some college education and are steadily employed (Grube 
& Piliavin, 2000). In terms of personality, individual differences are related to how people 
perceive and weigh the various costs and rewards for helping. In particular, Penner and 
Finkelstein’s (1998) research on “other-oriented empathy” is related to a person’s concern for 
others’ welfare, which has obvious implications for the likelihood to take personal 
responsibility for helping.  
 It is important to note that research consistently indicates the interaction of individual 
and situational factors as providing a more comprehensive understanding of why people help 
(Dovidio & Penner, 2001). For example, particular characteristics of the situation, the person 
in need, and the potential helper may activate certain affective and cognitive mechanisms to 
varying degrees in the helper, which lead to different likelihoods of helping responses. 
People higher in traits like other-oriented empathy, and who experience a strong sense of 
self-efficacy, and who perceive the person in need as a member of their in-group, tend to 
respond with helpful behavior. Yet, the combination of these factors also appears to vary by 
gender and number of witnesses (Levine & Crowther, 2008). The complexity in the answer 
to the question of “who helps” appears clotted with a variety of determinants. 
Responding in Mental Health Literacy Findings  
Much of the research on mental health literacy suggests that in general, people are not 
sure how to help others with a mental illness (Jorm, 2000), are reluctant to seek help 
(Rickwood, Deane, Wilson, & Ciarrochi, 2005), and have different beliefs about effective 
treatment than professionals (Mond et al., 2007). For example, in a study assessing the 
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public’s beliefs about treatment for mental illness, Jorm, Korten, Jacomb, Christensen, et al. 
(1997) surveyed a representative national sample of 2,031 Australian adults who responded 
to a telephone survey featuring a vignette of a person with either depression or schizophrenia. 
Regarding their beliefs about psychological treatment for the person featured in the vignette, 
most respondents rated psychiatric medication and psychiatric hospitalization as “harmful,” 
and rated vitamins and special diets as “helpful” (Jorm, Korten, Jacomb, Christensen, et al., 
1997). Notably, the same vignettes and survey were given to a sample of Australian mental 
health professionals, and not surprisingly, the results highlighted a large gap between public 
and professional beliefs about diagnosis and treatment (Jorm, Korten, Jacomb, Rodgers, et 
al., 1997). 
Why should we care that the public may have a different understanding about 
treatment than the professionals treating these illnesses? Such findings may lead to a failure 
to adhere to recommended evidence-based treatments, and have implications for appropriate 
help-seeking (Jorm et al., 2006). Regarding the perceived effectiveness of mental health 
treatment, results of a survey of over 8,700 adults across six European countries indicated 
that approximately one-third believed that professional help was worse than or equal to no 
help (Ten Have et al., 2010). In addition, research indicates that lack of knowledge about 
mental illness is associated with reduced likelihood of help seeking for such illnesses 
(Gulliver et al., 2010). Conversely, people who have better knowledge of mental illnesses are 
more willing to seek help for a mental illness (Rüsch et al., 2011).  
Indeed, other research indicates that those who gain more mental health literacy are 
more likely to seek help for mental health problems. Several recent programs designed to 
increase mental health literacy have been implemented in the community as a whole, in 
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schools, and in individual training programs (for a review of such programs, see Kelly, Jorm, 
& Wright, 2007). Such programs have yielded positive results, indicating that increases in 
mental health literacy can lead to increases in self-identification of depression symptoms, 
increases in help-seeking behavior, reduction in perceived barriers to help-seeking, improved 
recognition of mental illnesses, and decreased stigmatizing attitudes toward mental 
illness (Kelly et al., 2007).  
In a thorough review of several studies, Rickwood, Deane, Wilson, and Ciarrochi 
(2005) suggest that the mental health literacy of young people (ages 14-24) has a large 
influence on their help-seeking attitudes and behavior. For example, help-seeking was 
minimal for participants who reported lacking knowledge about how to seek help and what 
services were available to them. Conversely, help-seeking behavior was aided when young 
people did have such knowledge. Additionally, the authors found that having positive beliefs 
and positive past experiences with seeking mental health care was a catalyst for help-seeking 
behavior. Thus, there appears to be a strong connection between mental health literacy skills 
and young people’s help-seeking behavior (Rickwood et al., 2005). Another study found that 
young people are also more likely to rate informal sources of help (e.g., friends or family) as 
being most helpful for treating schizophrenia, and less likely to endorse seeking psychiatric 
help or medication (Farrer et al., 2008). 
As can be seen from the above, much of the mental health literacy research on 
responding is focused on whether and how the surveyed participant would seek help for 
him/herself. However, a limited research base exists on how a concerned observer might 
respond to someone else in emotional distress. In the mental health literacy research, this is 
often referred to as “first-aid behaviors,” defined as initial help from a person’s social 
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network. In the first apparent population survey of first-aid behaviors, Jorm et al. (2005) 
presented 3,998 Australian adults with several vignettes and asked what they would do if the 
person in the vignette “was someone they had known for a long time and cared about.” The 
most common responses to the depression vignettes were to encourage professional help-
seeking and to listen to and support the person. However, responses varied widely and the 
authors concluded that there is significant room for improvement in promoting the range of 
appropriate first-aid responses (Jorm et al., 2005).  
In a qualitative study of secondary school teachers in Australia, Trudgen and Lawn 
(2011) aimed to examine the threshold of how teachers know when to respond to a student 
with anxiety or depression concerns.  The researchers found that the point at which teachers 
might refer a student was described as subjective and “intuitive.” Notably, teachers 
mentioned their concern about the school counselors’ lack of resources and time as a reason 
they would not refer a student (Trudgen & Lawn, 2011). 
In the only known study examining first-aid responding with a university sample, 
Reavley, McCann, and Jorm (2012) presented Australia university students and staff with a 
depression vignette via telephone interview, and were asked how they responded when a 
family or friend had a problem similar to the vignette in the past 12 months. (The authors 
reported that 46% of all students and 59% of all staff indicated having either a family or 
friend with a similar problem.) The most frequently reported first-aid behaviors were “I 
listened/talked to them/provided emotional support” (74% students, 70% staff), “I 
encouraged them to seek professional help” (24% students, 38% staff), and “I spent 
time/socialized with them” (22% students, 20% staff). It should be emphasized that the 
respondents were asked about how they responded to a family member or friend, and not 
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specifically about their expected response if this were a student at their school. The 
differences in these contexts is important to highlight, as the response made between family 
and friends may be quite different than the response made between fellow students and staff-
students. However, this study provides an important basis of comparison for additional 
research to explore how university community members’ responses may differ when the 
situation involves a student, as opposed to a personal friend or family member. 
Limitations of Mental Health Literacy Research Findings 
It appears as though the majority of the research on the concept of mental health 
literacy is still exploratory and in its developing phases. Many pilot studies are limited by a 
small sample size, and are primarily conducted with Australian and European samples.  In 
addition, the methodology used in these studies is limited primarily to self-report, and relies 
heavily on telephone-administered interviews featuring vignettes depicting depression and 
psychosis.  
Several methodological limitations are worthy of additional discussion here. As 
previously noted, many researchers studying mental health literacy have assessed the public’s 
ability to recognize someone in distress by asking participants to give the correct diagnostic 
label after reading vignettes that describe someone with symptoms of a particular mental 
illness. In addition, it appears that no research has been published on the reliability of Jorm’s 
(2000) vignettes. Therefore, a comparison of the reliability of his vignettes among 
professionals and the public still needs to be made.  
Another limitation of this methodology may be found in the challenge of comparing 
the recognition of depression versus the recognition of psychosis. As numerous debates in the 
psychiatric community can attest, the question of whether and how to define certain types of 
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psychopathology in terms of categories (e.g., having schizophrenia or not) or dimensions 
(e.g., a spectrum of mild to severe depression) is not well-agreed upon (Kraemer, Noda, & 
O’Hara, 2004; Kupfer, 2005). There may be significant differences in how these two 
disorders may be conceptualized. Therefore, the commonly used method measuring mental 
health literacy – that is, the task of recognizing and labeling depression and schizophrenia 
from reading vignettes – may be muddled by the underlying challenge of the qualitative and 
quantitative differences of these disorders.  Moreover, given the variety of other disorders 
that have been relatively ignored using this methodology, researchers should be cautious in 
extrapolating the results to represent the public’s ability to recognize, and respond to, all 
mental illnesses. 
In addition, the significant impact that cultural context has on mental health literacy 
does not appear to be addressed in much of the research. This is not unexpected, given the 
assumptions that the dominant western conceptualization of mental illness is universal and 
culture-free (Pedersen, Draguns, Lonner, & Trimble, 2008). However, it is important to note 
that the expression of mental illness is not, in fact, culture-free, and there are meaningful 
cultural variations in how people identify, understand, and experience mental illnesses 
(WHO, 2001), all of which have significant implications for mental health literacy (Furnham 
& Telford, 2012; Sheikh & Furnham, 2000). The form, expression, and recognition of a 
variety of mental health problems are shaped by the social and cultural context in which they 
exist (Pedersen et al., 2008). Because causal beliefs and attitudes about mental illness are 
culturally variable, the notion of having a particular or universal knowledge of mental illness 
may be somewhat insular. Clearly, there are cross-cultural differences in the beliefs people 
have about mental illnesses (Bass et al., 2012). Therefore, it is important to recognize that the 
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concept of mental health literacy was created with a western, psychobiological orientation, 
which may clash with the beliefs and practices of other cultures. For example, Jorm (2012) 
notes that ethnic and cultural minority group members’ under-utilization of mental health 
services may be attributed to their “lack of mental health literacy” (p. 238). It is possible that 
a relatively ethnocentric perspective is implied in what constitutes mental health literacy. 
Therefore, the field of mental health literacy should be expanded to accommodate a diversity 
of attitudes and beliefs, recognizing that these varying differences represent valid but 
divergent points of view. The current state of mental health literacy could benefit from a 
wider, more culturally informed lens, which is sensitive to its broader application across 
culturally diverse groups, and incorporates culturally informed perspectives on mental health 
that will ultimately lead to improved mental health outcomes.   
Impact of Symptom Severity on Recognizing and Responding 
Symptom severity is likely an important determinant of how individuals interpret a 
vignette describing someone with symptoms depression. Testing this idea, Jorm et al. (2005) 
added several statements regarding suicidal thoughts to the original vignette they created to 
assess mental health literacy regarding depression. They gave the original and revised 
vignettes to participants, and then asked participants to rate which interventions (e.g., 
receiving help from friends; seeking professional help) might be helpful for each vignette. As 
expected, the results indicated that participants endorsed differences in the helpfulness of 
certain interventions depending on the severity of the vignette. In light of this finding, other 
researchers have since attempted to manipulate the severity of a depression vignette to 
examine the effect of severity on various dependent variables (e.g., Dumesnil et al., 2012; 
Klineberg, Biddle, Donovan, & Gunnell, 2011). For example, Leite (2011) created two 
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depression vignettes – one low severity, one moderate severity – by initially conducting a 
content analysis on the depression vignettes previously used in mental health literacy 
research (e.g., Goldney et al., 2001; Jorm et al., 2005). She assessed these vignettes for the 
types of depressive symptoms present, and the number of symptoms per category. Symptoms 
were categorized based on the DSM-IV-TR (American Psychiatric Association, 2000) 
criteria for a depressive episode, into cognitive, affective/anhedonic, behavioral, 
hopelessness, somatic, and motivational symptoms. She analyzed the vignettes based on the 
amount of information presented pertaining to current functioning, and the length of time 
symptoms had been present. Her results showed that participants’ cognitive representations 
of depression (e.g., cause, consequences, duration, coping, and controllability of the 
depression symptoms) were sensitive to the differing amounts of information regarding 
symptom severity. 
In conjunction with other research (e.g., Care & Kuiper, 2013), these findings suggest 
that researchers should not assume that mental health literacy about depression is sufficiently 
measured by assessing responses to only one standard vignette, such as Jorm et al.’s (1997) 
commonly used vignette. If cognitive representations of depression are dependent on 
symptom presentation and differ for various levels of severity, then other important outcomes 
– such as a staff members’ recognition of and response to a student with signs of depression 
– may also vary based on symptom severity. In light of the above findings, it seems 
constructive for research efforts to vet how individuals distinguish and respond to early, more 
ambiguous signs of depression that may be misinterpreted, as well as more overt clinical 
presentations. Therefore, the current study was designed to investigate the specific 
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mechanisms involved in the depression recognition and response processes with different 
levels of depression severity. 
Recognizing and Responding on College Campuses 
As previously mentioned, given the notable surge in mental health needs on college 
campuses, universities across the U.S. have begun to increase their efforts to identify and 
respond to students in need as early as possible. Because university students, faculty, and 
staff are often on the forefront of noticing and managing student emotional concerns, many 
higher education institutions are encouraging a university-wide, comprehensive approach to 
identify and refer distressed students as early as possible (Jodoin & Robertson, 2013; 
Kitzrow, 2003; Mier et al., 2009). As noted by Kitzrow (2003), because many students who 
could benefit from support hold inaccurate or negative perceptions of mental illness and 
therapy, higher education institutions “need to conduct an active outreach campaign to 
educate administrators, faculty, and staff (including academic advisers, graduate teaching 
assistants, and residence life assistants) about mental health problems in the college 
population and provide them with information about how to recognize and refer troubled 
students who need help” (p. 175). As a result, college campuses have begun providing formal 
and informal trainings to the campus community that include strategies for identifying and 
referring students who are having psychological problems (e.g., Kaslow et al, 2012; Nolan, 
Ford, Kress, Anderson, & Novak, 2005). Similarly, mental health first aid programs (e.g., 
Hart, Jorm, Kanowski, Kelly, & Langlands, 2009; Jorm, 2012) also promote this mission. 
Although these efforts are commendable and some preliminary outcome data appears 
positive, the vast majority of students, faculty, and staff are not reached by such trainings, 
and very little data exists on how inexperienced individuals recognize and respond to 
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distressed students in a university setting. We know that early recognition is needed, but we 
also know that over-recognition (i.e., “false alarms”) can over-burden the staff at counseling 
centers and other offices that provide consultation to concerned university community 
members (Gallagher, 2008; Grasgreen, 2012). Therefore, it appears critical for researchers, 
clinicians, and academic institutions alike to have an understanding of the factors involved 
when a potentially untrained individual interacts with a student experiencing symptoms of 
depression.  
Purpose of Present Study 
Clearly, a gap in the literature exists surrounding the specific contextual and 
demographic characteristics that affect an individual’s recognition and response to a student 
with emotional problems. The current study is designed to focus on major depressive 
disorder (American Psychiatric Association, 2013) in particular because of its relatively high 
prevalence among college students, high risk of suicide, low treatment utilization rates, 
potentially life-threatening outcomes, and negative impact on academic functioning (ACHA, 
2013; Blanco et al., 2008). Therefore, the primary goal of this study was to systematically 
investigate several key variables identified from previous research that affect university 
community members’ identification and response to students experiencing symptoms of 
depression.  
Although useful information regarding college-age mental health literacy has been 
studied through the past research, several gaps remain. First, much of the previous research 
on mental health literacy has typically operationalized depression recognition as whether or 
not people are able to use the correct label (depression) after being shown a vignette. 
However, this does not assess the qualitative severity of depression, and limits the definition 
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of recognition to simply being able to name depression symptoms instead of appraising the 
severity of depression symptoms (e.g., is someone depressed or not, vs. how depressed is 
someone), which seems to have more real-world application. Second, although research 
exists on the relation between depression recognition and help-seeking, not much is known 
about the relation between recognition and response behavior. It is possible that depression 
recognition serves as an important explanatory variable that precedes how strongly someone 
decides to respond. Relatedly, it is unknown whether the intensity of response might differ 
depending on a person’s role on campus. Clinically, it seems important to explore each 
campus subgroup individually to understand the mechanisms involved in recognition and 
response to a depressed student to identify any specific interventions based on the unique 
findings of each group. Third, there is a gap in the literature regarding the specific variables 
involved in predicting who may not be able to recognize and appropriately respond to a 
severely depressed student. This knowledge appears critical given the reliance on university 
laypeople to refer at-risk students.  
Therefore, my main research objectives for the current study were to investigate a) 
whether laypeople in the university community were able to differentiate among students 
with different depression severity and select corresponding intensities of interventions for 
these different presentations; b) the potential mediating function of depression appraisal in 
the relation between depression presentation and response behavior, across the whole 
university sample and within specific campus roles; and c) which layperson-specific 
variables were potentially related to under-appraisal and under-responding with a highly 
depressed student presentation. 
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The findings of this research provide a much-needed analysis of the factors related to 
the ability of students, faculty, and staff to serve as an effective conduit to link depressed 
students to appropriate help. The results shed light on how much participants are able to 
recognize and refer a student with depression, how particular demographic characteristics 
affect the likelihood of recognizing and referring a student, and the severity and specific 
symptoms to which participants are most likely to identify and respond. This information can 
also provide universities in general with a broader understanding of who might benefit from 
additional education, and what specific gaps in training, communication, and program 
development could be addressed. Taken together, the results may lead to greater and more 
effective utilization of the university’s mental health support services, earlier identification of 
students at risk for developing a mental illness, and potentially a better prognosis for those 
identified students.   
Research Questions and Hypotheses 
This study addressed the following research questions: 
Research Question 1: Can undergraduates, graduate students, faculty, and staff 
differentiate between Vignette Severity, and might they respond with corresponding levels of 
Behavioral Response Intensity?   
Hypothesis 1: Yes. The participants can differentiate Vignette Severity, and their 
reported Behavioral Response Intensity is consistent with the perceived severity. 
Research Question 2: Is the relation between Vignette Severity and Behavioral 
Response Intensity mediated by depression recognition, both across the university sample 
and within each campus role? 
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Hypothesis 2: The relation between Vignette Severity and Behavioral Response 
Intensity will be mediated by depression recognition (operationalized as Depression Rating) 
across the university sample and within each campus role.   
Research Question 3: Which, if any, participant demographics (e.g., age, gender, 
education level, campus role) and experience variables (e.g., personal, job-related, or training 
experience with mental illness) relate to Depression Rating and Behavioral Response 
Intensity among those who saw the highest severity vignette? 
Hypothesis 3: Female gender, older age, higher education level, faculty and staff 
campus roles, and having personal, job-related, or training experience with mental illness 
will be significantly positively related to Depression Rating and Behavioral Response 
Intensity ratings. 
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Chapter III 
Method 
Study 1 
A pilot study was conducted to provide a validation of two of the independent 
variables used in the larger project: 1) severity of depression presented in three vignettes, and 
2) intensity rating of possible responses to the person in the vignette. 
Participants. An a prioi power analysis using G*Power 3 (Faul, Erdfelder, Lang, & 
Buchner, 2007) was computed to determine the required sample size for an ANOVA to 
detect an effect at the p = .05 statistical significance level. Cohen (1992) recommends power 
of d = .80 or greater. The results of the power analysis indicated that a sample size of 36 
would yield adequate power (1 - β) set at d = .80 and α = .05, two-tailed. The actual sample 
size of the pilot study was 37 participants, exceeding the minimum number determined by 
the power analysis. Participants for the pilot study consisted of doctoral-level (n = 16) and 
masters-level (n = 21) clinicians recruited from the University of California, Santa Barbara 
(UCSB) and the Santa Barbara County Psychological Association (SBCPA). The pilot study 
was advertised via e-mail solicitations to the UCSB Counseling, Clinical, and School 
Psychology faculty and graduate student listservs, as well as emails to the SBCPA listserv. 
Six participants identified as men, 30 identified as women, and one identified as other 
gender. The mean age was 30.3 (SD = 4.9), and the mean number of years practicing 
psychotherapy or assessment (including in graduate school) was 5.2 (SD = 2.5). Fifty-seven 
percent reported having a masters degree and 43% reported having a doctoral degree; 27% 
were licensed for professional practice by at least one state licensing board/agency.  
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Measures. I created three vignettes that differed by depression symptom severity. 
Updating the vignettes employed in previous studies (e.g., Jorm et al., 2005; Leite, 2011), the 
researcher-generated vignettes were distinguished from each other a priori by the number 
and severity of symptoms based on cut-off scores from the Patient Health Questionnaire-9 
(PHQ-9; Kroenke, Spitzer, & Williams, 2001), the DSM-5 criteria for major depressive 
disorder (American Psychiatric Association, 2013), and a previous study (Jorm et al., 2005) 
that added suicidal thoughts to the original vignette and resulted in increased depression 
recognition.  
The mild level severity vignette was designed to present only a few indicators of 
depression to create a more ambiguous picture; the moderate level severity vignette was 
designed to present a more comprehensive set of depression symptoms to create a clearer 
picture of depression, but without suicidal ideation (similar to the level used in the Jorm et al. 
(1997) original vignette); and the high level severity vignette was designed to present a 
clearer picture of depression with suicidal ideation. (See Appendix A for vignettes.)  
Depression Severity Rating. The three vignettes were presented to participants, who 
were asked to rate the vignettes in terms of severity of depression. Perceived severity of 
depression was measured using a Likert-type scale ranging from 1 (not depressed) to 10 
(very depressed), in which participants indicated how depressed they thought the person 
depicted in the vignette was. A definition of depression was not provided to the participants 
in order to maximize the possibility of participants relying on their own conceptualization of 
depression. The use of this single-item measure of depression is consistent with previous 
research successfully distinguishing several depression vignettes from each other (e.g., Heim, 
Smallwood, & Davies, 2005). Means (with standard deviations in parentheses) for the 
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proposed milder, moderate, and higher depression severity vignettes were 3.76 (1.09), 6.97 
(1.04), and 9.19 (0.70), respectively. 
A repeated measures ANOVA revealed that mean Depression Ratings were 
significantly different between the three vignettes (F(2, 72) = 467.24, p < 0.001). Post hoc 
tests using a Bonferroni correction revealed that the proposed lower-severity vignette 
received lower depression severity ratings than the moderate-severity vignette (p < .001) and 
the higher severity vignette (p < .001). The moderate-severity vignette and higher severity 
vignette were also significantly different from each other (p < .001). Therefore, we can 
conclude that each of the three researcher-generated vignettes were distinctively 
representative of three relatively different levels (lower, moderate, and higher) of depression 
symptom severity.  
It should be noted these Depression Severity Ratings reflect differences in relative 
degrees of severity, but not necessarily absolute ratings of severity. The observation that the 
low depression Vignette Severity mean was close to 4 on the 10-point scale indicates that 
there may be an identification bias such that the data are skewed toward positive 
identification. Therefore, the vignettes are referred to as lowest, moderate, and highest 
severity to reflect this relative (and not absolute) difference. 
Behavioral Response Intensity Rating. Clinicians provided an intensity rating for a 
list of possible response behaviors that laypeople might do upon encountering a student with 
emotional problems. Response behaviors were adapted from the Reavley, McCann, and Jorm 
(2012) study, in which Australian university students and staff described how they responded 
to a family member or friend similar to the person in the depression vignette. Additional 
response behaviors deemed pertinent to the study were generated by the dissertation 
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committee during the proposal meeting. Participants were asked to rate the intensity of each 
of 13 possible responses on a six-point Likert scale generated by the dissertation committee. 
The following instructions were given: “Below is a list of possible responses/interventions 
that an average layperson (e.g., a college student or staff member; not a mental health 
professional) might do upon encountering a college student with emotional problems. Please 
rate the level of intensity of each intervention on a scale from 1-6, where 1 = least intense 
intervention, and 6 = most intense intervention.” Using the mean intensity rating provided by 
the participants, each of the responses were ranked in order of Behavioral Response Intensity 
rating, from 1-13. This created a weighted intensity value for each response, with one being 
the lowest weight and 13 being the highest intensity weight. See Table 1 for Behavioral 
Response Intensity means, standard deviations, and Behavioral Response Intensity weights.  
Procedure. An online survey was used to collect data. Participants received an email 
containing a link to the survey website. They were provided with an information statement 
explaining the purpose of the study, the criteria for participation, risks and benefits to 
participation, and informed consent. If they agreed to the informed consent, they were 
directed to the survey. The three vignettes were presented in a counterbalanced order 
(randomly assigned to receive one of six different possible order presentations). Participants 
were asked to complete a depression severity rating following presentation of each vignette. 
Study 2 
Following the pilot study, the larger dissertation study was implemented with non-
mental health providers from UCSB in order to investigate laypeople’s appraisal and 
response to a hypothetical student with depression symptoms. 
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Participants. An email was sent to the entire campus community, consisting of 
33,582 people. A total of 1,724 responses were received. During the data cleaning process, 
69 cases (2%) were removed for missing data occurring in any independent and dependent 
variables. In addition, 30 participants who self-identified as “other campus role” were 
removed because these individuals identified themselves as either alumni or exchange 
students, and were deemed not representative of the larger university campus sample under 
investigation. Therefore, a total of 1,625 participants remained, yielding a 4.8% response 
rate. 
Participants consisted of 59.5% undergraduates, 15.1% graduate students, 24.0% 
staff, and 1.4% faculty from UCSB. Sixty-nine percent identified as women. Demographic 
characteristics of the sample are displayed in Table 2. 
The study sample was approximately representative of the overall demographics of 
UCSB at the time of data collection. The makeup of the 33,582 individuals in the UCSB 
population was comprised of 60.3% undergraduates, 8.4% graduate students, 28.1% staff, 
and 3.2% faculty. There were more women in the study sample compared to the general 
UCSB population (50.9%). The study sample was comprised of relatively more people 
identifying as White (59.2% in the study sample vs. 45% in UCSB) and fewer people 
identifying as Latino/a (17.0% in the sample vs. 22.9% in UCSB). 
 Measures. Demographic and descriptive data were collected from each participant. 
For the purposes of these analyses, gender was coded as a dichotomous variable in which 
men were coded “0” and women were coded “1.” Given the relatively small number of 
faculty participants, the staff and faculty member participants were combined as one 
“faculty/staff” group. For the purposes of statistical analyses, I created three mutually 
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exclusive dummy variables to represent membership in each campus role (e.g., one dummy 
variable for undergraduates, another for graduate students, and another for faculty/staff).  
 Mental Health Experience Questions. Participants were asked to answer questions 
about their general mental health experience. Because one of the purposes of the study was to 
survey non-mental health professionals in a university community, if participants answered 
“yes” to the question “Are you a mental health professional OR a graduate student in 
counseling, clinical, or school psychology?” they were automatically exited from the survey 
and their data were not included in the analyses.  
 Information was collected to identify the participants’ exposure to mental illness 
and/or mental health resources. Results indicated that 12.9% reported ever having had a job 
involving providing treatment or services to people with mental illness, and 50.7% have had 
someone close to them (e.g., family or friend) with a mental illness in the last three years. 
Fifty-four percent identified themselves as never personally having had a mental illness; 
26.2% identified as having had a mental illness, and 19.5 % indicated that they were not sure 
if they have had a mental illness. For statistical analysis purposes, dummy variables were 
created to represent membership in different groups (e.g., one dummy variable for never 
having a mental illness, another for having a mental illness, and another for being unsure if 
they have had a mental illness). Each dummy variable represented only one group and the 
groups were mutually exclusive.  
 Participants also responded to a single item asking whether they had ever attended a 
Responding to Distressed Students training at UCSB. This training is a non-standardized, 
tailored presentation given to select campus groups, lasting anywhere from one to three 
hours. The training generally covers the university distressed student protocol, campus 
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resources, common warning signs of distress or concerning behaviors in students, and how to 
respond in urgent and non-emergency situations. It was hypothesized that this mental health 
related training experience might be related to participants’ recognition and response to the 
vignette. Of the entire sample, 16.8% (composed of 5.5% students, 11.3% faculty/staff) 
reported that they had attended this training. 
Vignettes. Participants were randomly assigned to receive one of the three vignettes 
from the pilot study. Randomization resulted in 33.6% of participants receiving the lower 
severity vignette, 31.6% receiving the moderate severity vignette, and 34.8% receiving the 
higher severity vignette. 
Depression Severity Rating. After reading their assigned vignette, participants were 
asked to rate how depressed the person in the vignette was. Severity of depression was 
assessed using the Depression Severity Rating from the pilot study. Perceived severity of 
depression was measured using a Likert-type scale ranging from 1 (not depressed) to 10 
(very depressed). A definition of depression was not provided to the participants in order to 
maximize the possibility of participants relying on their own conceptualization of depression. 
The use of this single-item measure of depression is consistent with previous research 
successfully distinguishing several depression vignettes from each other (e.g., Heim, 
Smallwood, & Davies, 2005), and was successfully used to distinguish the three vignettes 
from each other in Study 1. The distribution of Depression Ratings for each vignette are 
displayed in Table 3. 
Anxiety and Eating Disorder Severity Rating. In order to avoid priming participants 
for depression symptoms, they were asked to rate how anxious and eating disordered the 
person in the vignette was, using the same 1-10 Likert-type scale.  
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Behavioral Response Intensity Rating for Vignette. Participants were asked to select 
one or more of the 13 responses (described in Study 1) that they might have upon 
encountering the person in the vignette. Using the Behavioral Response Intensity weights 
generated in Study 1, each of the possible responses was assigned a weighted intensity value 
(one being the lowest weight and 13 being the highest intensity weight). The percentages of 
responses chosen for each vignette is listed in Table 4.   
For the purposes of the larger dissertation study, two variables were created from 
these data in order to generate a continuous indicator measuring the intensity of a 
participant’s response(s). The first variable, referred to as the weighted sum, reflects the sum 
of all possible response intensities selected. For example, if a participant selected one 
response weighted three and another weighted four, the participant’s weighted sum would 
equal seven. The maximum possible weighted sum would equal 91 (the sum of numbers 1-
13). The other variable, referred to as the highest response weight, reflects the highest 
response weight of all responses a participant may have selected. The maximum possible 
highest response weight would equal 13, as this is the highest response weight (1-13).  
Procedure. A confidential online survey was used to collect data between February 
and April 2015. Participants were asked to click on a link from an email sent to the entire 
campus community. The link took them to the survey website, where they were provided an 
information statement explaining the purpose of the study, the criteria for participation, risks 
and benefits to participation, and informed consent. Participants were informed that upon 
completion of the survey, they had the option of entering a drawing to win a $20.00 
Amazon.com gift card. Interested participants were asked to email me a code that appeared 
on-screen upon completion of the survey; thus, participants’ contact information was 
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separated from their survey response data. After signing the informed consent and agreeing 
to participate by clicking a box on the informed consent page, participants were directed to 
complete the online survey using Surveygizmo data collection software. All procedures were 
in full compliance with the University Human Subjects Committee. 
Data Analysis Plan 
 A one-way ANOVA and a series of Spearman’s rank-order correlations were 
conducted to examine the relation between Vignette Severity, Depression Rating, and 
Behavioral Response Intensity. Specifically, a one-way ANOVA was conducted with 
Vignette Severity as the grouping variable and Depression Ratings and Behavioral Response 
Intensity as the dependent variables in order to identify whether the three vignettes received 
significantly different Depression Ratings and response intensities from each other. 
Spearman’s rank-order correlations were used to explore the relation between Vignette 
Severity (an ordinal, ranked variable) and Depression Rating and Behavioral Response 
Intensity.  
In order to evaluate the hypothesis that an observer’s response is influenced by how 
they judge depression severity, depression severity rating was investigated as a potential 
mediator of the relation between Vignette Severity and Behavioral Response Intensity (Baron 
& Kenny, 1986). In these analyses, the independent variable was Vignette Severity, the 
proposed mediator was Depression Rating, and the dependent variable was Behavioral 
Response Intensity. See Figure 1 for the proposed mediation analysis. Following Baron and 
Kenny’s (1986) classic approach to mediation, in the first step I tested the path between 
Vignette Severity and Behavioral Response Intensity for significance. In the second step, I 
tested the path between Depression Rating and Vignette Severity for significance. In the third 
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step, I tested the path between Depression Rating and Behavioral Response Intensity while 
controlling for Vignette Severity to evaluate the effect of the mediator on the outcome. In the 
first model I tested, I used weighted sum as the index of Behavioral Response Intensity 
measured. In the second model, I used highest response weight as the index of Behavioral 
Response Intensity. Additionally, I tested whether Depression Rating functioned as a 
mediator within each type of campus role (undergraduates, graduate students, and faculty and 
staff).   
Finally, I focused the subsequent analyses on only the participants who saw the 
highest severity vignette. This was done in order to identify the specific variables pertinent to 
participants who under-recognized and under-responded to the most blatant presentation of 
depression. I conducted a series of multiple linear regression analyses to explore the negative 
predictors of Depression Rating and Behavioral Response Intensity. Participants’ 
demographic and experience variables were entered into the regression model as predictor 
variables for both regression analyses; the criterion variables were Depression Rating for the 
first model, and Behavioral Response Intensity for the second model. Standardized Beta 
weights were compared in order to identify the strongest predictors of lower Depression 
Rating and lower Behavioral Response Intensity.  
Data Cleaning and Assumptions. Steps were taken in order to screen data prior to 
analysis (as outlined by Tabachnik & Fidell, 2007). The minimum and maximum values for 
each variable were compared with the ranges of values on the questionnaire and any values 
that fell outside of the designated ranges were deleted.  In order to appropriately interpret 
statistical results of linear regression, the following assumptions must be met: normality, 
heterogeneity of variance, and linearity (Tabachnik & Fidell, 2007). All were assessed prior 
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to proceeding with the subsequent analyses. Independence of observations was also 
considered. 
Normality. The assumption of normality posits that variables tend to be symmetric 
around a mean value when plotted in a histogram and assume a reasonable bell-shaped 
distribution (e.g., 67% of the population within one standard deviation of the mean, 95% 
within two standard deviations). Normality of Depression Rating and both measures of 
Behavioral Response Intensity (Highest Response Weight; Weighted Sum) were estimated 
using examination of histograms, boxplots, and calculation of skewness values. The 
distribution was examined using Bulmer’s (1979) criteria of highly skewed distributions 
reflected by skewness values greater than +1 or less than -1. Results indicated that all 
skewness statistics fell within the acceptable range.   
Heterogeneity of Variance. The assumption of heterogeneity of variance posits that, 
for each linear model, the variance around y, for all values of x, is the same (Tabachnik & 
Fidell, 2007). For the t-test and ANOVAs, Levene’s test for homogeneity of variance was 
used to determine whether the assumption of heterogeneity of variance was met. In the case 
that Levene’s test was significant, statistical calculations took into account that equal 
variances were not assumed. For the regression models, residual plots were used in order to 
test whether the assumption of constant variance was met.  
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Chapter IV 
Results 
Preliminary Analyses 
Descriptive Statistics. Descriptive statistics for Depression Rating and Behavioral 
Response Intensity ratings were examined separately for each vignette. Refer to Table 5 for 
means and standard deviations for Depression Ratings, Highest Response Weight and 
Weighted Sum scores for each of the three vignettes. Notably, the low depression Vignette 
Severity mean was close to six on the 10-point scale, highlighting a large identification bias 
such that the scores leaned toward positive identification. 
Anxiety Rating means (and standard deviations) for the milder, moderate, and higher 
depression severity vignettes were 4.81 (1.84), 6.52 (2.39), and 7.09 (2.62), respectively. 
Eating Disorder Rating means and standard deviations were 3.45 (1.89), 5.05 (2.4), and 5.54 
(2.61), respectively.  
Because of the apparent similarities of the Anxiety Rating means and the Depression 
Rating means, a paired-samples t-test was used to determine whether there was a statistically 
significant mean difference between the Anxiety and Depression Ratings. Ten outliers were 
detected, however, inspection of their values revealed that these appeared to be genuine data 
points and they were kept in the analysis. Although the data were not normally distributed, 
paired-samples t-tests are considered robust if sample size is large (Tabachnik & Fidell, 
2007). The results of the t-test indicated significantly higher Depression Ratings compared to 
Anxiety Ratings for all three vignettes (all p’s < .001).  
Correlations.  In order to investigate the relation between the variables, Pearson 
correlation coefficients were conducted (see Table 6). Results indicated positive and 
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statistically significant correlations between Depression Severity Rating, Anxiety Severity 
Rating, Eating Disorder Severity Rating, and both Behavioral Response Intensity Ratings. 
The strongest correlations were found between Behavioral Response Intensity Ratings and 
Depression Severity Ratings (r = .46, p < .001). Therefore, as Depression Severity Ratings 
increased, Behavioral Response Intensity Ratings increased.  
Rater Comparison. In order to investigate whether significant differences existed 
between the depression severity ratings given by mental health clinicians and laypeople, a 
series of independent t-tests were conducted. Equal variances were not assumed given the 
large difference in sample sizes for each group comparison. Results indicated that for all 
three vignettes, laypeople gave higher Depression Ratings than the clinicians; this difference 
was statistically significant for both the lower severity vignette (t = -9.88; p < .001) and the 
moderate severity vignette (t = -6.78; p < .001), but not for the highest severity vignette (t = -
1.55; p = .13).  
Research Question 1: Can undergraduates, graduate students, faculty, and staff 
differentiate between Vignette Severity, and might they respond with corresponding 
levels of Behavioral Response Intensity?  
To address the first research question, a one-way ANOVA was conducted with 
Depression Ratings and Behavioral Response Intensity as the dependent variables, and 
Vignette Severity as the grouping variable. Consistent with the hypothesis, mean Depression 
Ratings differed significantly between the three vignettes (F(2, 1622) = 1011.61, p < .001). A 
Tukey post-hoc test revealed that the lower severity vignette received significantly lower 
depression severity ratings than the moderate-severity vignette (p < .001) and the higher 
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severity vignette (p < .001). The moderate-severity vignette and higher severity vignette were 
also significantly different from each other (p < .001). These results indicate that the three 
vignettes received distinctive Depression Ratings consistent with the intended levels (lower, 
moderate, and higher) of depression symptom severity. Similarly, participants reported 
significantly different Behavioral Response Intensity levels for each vignette (Highest 
Response Weight F(2, 1622) = 153.51, p < .001; Weighted Sum F(2, 1622) = 174.13, p < 
.001). A Tukey post-hoc test revealed that the moderate severity vignette received 
significantly higher intensity responses than the low severity vignette, and also significantly 
lower intensity ratings compared to the higher severity vignette (all ps < .001). These results 
illustrate that regardless of which measure was used to assess Behavioral Response Intensity 
(highest response weight or weighted sum), participants selected increasingly higher levels of 
intensity of responding consistent with the different Vignette Severity levels (lower, 
moderate, and higher).  
In order to investigate the relation between Vignette Severity (an ordinal variable) 
and the other variables under consideration, a set of non-parametric Spearman’s rank-order 
correlations were conducted (see Table 7). Vignette Severity was significantly positively 
correlated with Depression Severity Rating (rs = .75, p < .001), as well as with both measures 
of Behavioral Response Intensity Ratings (Weighted Sum rs = .42, p < .001; Highest 
Response Weight rs = .42, p < .001). Vignette Severity was also significantly positively 
correlated with Anxiety Severity Rating and Eating Disorder Severity Rating. Therefore, the 
higher the severity of the vignette, the higher the Behavioral Response Intensity. Notably, 
Vignette Severity is more strongly correlated with Depression Rating than with Behavioral 
Response Intensity (.75 vs .42).  
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Research Question 2: Is the relation between Vignette Severity and Behavioral 
Response Intensity mediated by depression recognition, both across the university 
sample and within each campus role? 
In order to address Research Question 2, I conducted a mediation model to ascertain 
whether Depression Rating mediated the relation between Vignette Severity and Behavioral 
Response Intensity. Baron and Kenny (1986) have delineated a classic approach to mediation 
that entails several steps. Step 1 involves testing path c, i.e., whether there is a statistically 
significant relation between Vignette Severity (independent variable; IV) and Behavioral 
Response Intensity (dependent variable; DV). Step 2 involves testing path a, i.e., regressing 
Depression Rating (proposed mediator; M) on IV. Step 3 involves testing path b, regressing 
DV on M, and regressing DV on both IV and M for path c’ (see Figure 1). A decrease in 
strength from c to c’ represents partial mediation, whereas a reduction in significance reflects 
full mediation (Baron & Kenny, 1986).  
Two models were tested, one using the Behavioral Response Intensity measured by 
Weighted Sum, and the other using Behavioral Response Intensity measured by Highest 
Response Weight. The difference between the two measurements is found in the way the 
Behavioral Response Intensity was calculated. Weighted sum reflects the sum of all possible 
response intensities selected. For example, if a participant selected one response weighted 
three and another weighted four, the participant’s weighted sum would equal seven. The 
maximum possible weighted sum would equal 91. The other measurement, highest response 
weight, reflects the single highest response weight of all responses a participant may have 
selected. The maximum possible highest response weight would equal 13, as this is the 
highest response weight (1-13). 
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Weighted Sum of Behavioral Response Intensity. I conducted a three-step series of 
regressions following Baron and Kenny’s (1986) approach to investigate the hypothesis that 
Depression Rating mediates the effect of vignette on Behavioral Response Intensity. The 
results of Steps 1 and 2 indicated that Vignette Severity was a significant predictor of 
weighted sum (B = 8.95, β = .41, p < .001), and that Depression Rating was a significant 
predictor of vignette (B = 1.85, β = .720, p < .001). In Step 3, I entered Vignette Severity 
(independent variable) and Depression Rating (proposed mediator) as predictor variables, 
and weighted sum as the dependent variable. Vignette Severity remained a significant, albeit 
weaker, predictor of weighted sum after controlling for the proposed mediator, Depression 
Rating (B= 3.55, β = .16, p < .001). These results are consistent with partial mediation (see 
Figure 2).  The overall equation was significant (R2 = .23, F(2, 1622) = 251.30, p < .001, 
meaning that approximately 23% of the variance in Behavioral Response Intensity was 
accounted for by both predictors. 
 Highest Response Weight. The three steps delineated above were repeated 
substituting highest response weight as the Behavioral Response Intensity measurement to 
investigate whether the two Behavioral Response Intensity measures have different results. I 
entered Vignette Severity (independent variable) and Depression Rating (proposed mediator) 
as predictor variables, and highest response weight as the dependent variable. The relation 
between Vignette Severity and highest response weight remained significant but became 
weaker in this analysis (β = .14, t = 4.46, p < .001) compared to the direct relation (β = .38, t 
= 17.20, p < .001). These results again reflected a partial mediation (see Figure 3). The 
overall equation was significant (R2 = .22, F(2, 1622) = 236.02, p < .001), meaning that 
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approximately 22% of the variance in Behavioral Response Intensity was accounted for by 
both predictors. 
Taken together, both models showed that Depression Rating was a partial mediator of 
the relation between Vignette Severity and Behavioral Response Intensity. The two 
mediation models yielded similar results for both types of Behavioral Response Intensity 
style (i.e., weighed sum and highest response weight). Regardless of which measure of 
Behavioral Response Intensity is used, the results are interpreted similarly. This reflects an 
equivalency in the two measurements, which was also shown in the correlations indicating 
similar relations between both measures of Behavioral Response Intensity and the other 
variables of interest. Therefore, given their apparent redundancy, the decision was made to 
select only one of these measures for subsequent analyses. I considered both statistical and 
conceptual implications in the decision. Statistically, weighted sum provides more variance 
and greater specificity given the larger range (1-91) compared to highest response weight (1-
13). Clinically, weighted sum incorporates the cumulative number of responses someone 
might make, which may reflect a higher level of time and psychological energy in reacting to 
a student of concern. Therefore, in subsequent analyses, weighted sum was chosen as the 
most informative measurement of Behavioral Response Intensity.  
The next analyses involved conducting three separate mediation models within each 
type of campus role (undergraduates, graduate students, and faculty/staff) to evaluate the 
possible mediating role of Depression Rating within each campus role. I replicated the steps 
delineated above following Baron and Kenny (1986). The independent variable was Vignette 
Severity, the mediator was Depression Rating, and the dependent variable was Behavioral 
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Response Intensity (weighted sum). In all three samples, the relation between Vignette 
Severity and Behavioral Response Intensity was partially mediated by Depression Rating.  
Undergraduates (n = 931). Looking at undergraduates only, the results of Steps 1 
and 2 indicated that Vignette Severity was a significant predictor of weighted sum (B = 7.62, 
β= .35, p < .001), and that Depression Rating was a significant predictor of vignette (B = 
1.71, β = .68, p < .001). In Step 3, Vignette Severity and Depression Rating were entered as 
predictor variables, and weighted sum as the dependent variable. Vignette Severity remained 
a significant but weaker predictor of weighted sum after controlling for the proposed 
mediator, Depression Rating (B= 2.31, β = .11, p = .008). These results are consistent with 
partial mediation.  The overall equation was significant (R2 = .19, F(2, 928) = 114.51, p < 
.001, such that approximately 19% of the variance in Behavioral Response Intensity was 
accounted for by both predictors (see Figure 4). 
Graduate Students (n = 274). In the graduate student only sample, Vignette Severity 
was again a significant predictor of weighted sum (B = 10.49, β= .51, p < .001), and 
Depression Rating was a significant predictor of vignette (B = 2.04, β = .76, p < .001). In 
Step 3, the coefficient for Vignette Severity decreased but remained statistically significant 
(B= 4.90, β = .24, p = .002). These results are again consistent with partial mediation.  The 
overall equation was significant (R2 = .30, F(2, 271) = 64.04, p < .001), meaning that 
approximately 30% of the variance in Behavioral Response Intensity was accounted for by 
both predictors (see Figure 5). 
Faculty and Staff (n = 420). In the faculty and staff sample, Vignette Severity was a 
significant predictor of weighted sum (B = 11.23, β= .50, p < .001), and Depression Rating 
was a significant predictor of vignette (B = 2.09, β = .79, p < .001). Vignette Severity 
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remained a significant but weaker predictor of weighted sum after controlling for Depression 
Rating (B = 5.96, β = .27, p < .001). These results are consistent with partial mediation.  The 
overall equation was significant (R2 = .29, F(2, 417) = 87.13, p < .001), meaning that 
approximately 29% of the variance in Behavioral Response Intensity was accounted for by 
both predictors (see Figure 6). 
The results of the campus role mediation analyses paralleled the previous analyses, 
indicating that Depression Rating was a stronger predictor of Behavioral Response Intensity 
compared to Vignette Severity. After controlling for Depression Rating, Vignette Severity 
was revealed to be a weaker predictor for undergraduates compared to faculty/staff and 
graduate students. However, overall, the mechanisms predicting Behavioral Response 
Intensity did not appear to differ depending on a person’s role on campus. 
Research Question 3: Which, if any, participant demographics (e.g., age, gender, 
education level, campus role) and experience variables (e.g., personal, job-related, or 
training experience with mental illness) relate to Depression Rating and Behavioral 
Response Intensity among those who saw the highest severity vignette? 
The demographics of the sample of participants who were shown the highest severity 
vignette are presented in Table 2. Because no a priori hypotheses had been made to 
determine the order of entry of the predictor variables, a direct method was used for the 
multiple linear regression analyses. One regression model was constructed in order to 
examine the influence of demographic and experience variables on participants’ ability to 
recognize depression symptoms, and another model was constructed to examine the influence 
of these variables on participants’ response to the vignette. The sample for both models was 
limited to those participants who saw the high severity vignette (n = 566) to isolate the 
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predictors that relate specifically to recognition and response with the most unambiguous 
case of depression.  
Participants’ demographic and experience variables were entered into the regression 
model as predictor variables. To test whether ever having had a mental illness is a predictor, 
the regression model used “I have never had a mental illness” as the reference category. This 
allowed the regression to test whether there was a significant difference in the criterion 
variable between participants who identified as never having a mental illness and those who 
were unsure whether they ever had a mental illness or identified as having had a mental 
illness. To test campus role as a predictor, the regression model used undergraduates as the 
reference category, and compared whether graduate students and faculty/staff were different 
from undergraduates.   
In the first model, Depression Rating was the criterion variable. The model’s adjusted 
R2 shows that all of the predictors taken together account for 5.1% of the variance in 
participants’ Depression Rating (R2 = .05, F(10, 556) = 3.93, p < .001). As observed in Table 
8, only two predictors were significantly related to Depression Rating. Women were found to 
have significantly higher Depression Rating than men (β = -.18, t(556) = -4.05, p < .001), and 
surprisingly, participants who had a mental health related job had significantly lower 
Depression Rating than those without that work experience (β = -.09, t(556) = -2.18, p = .03).  
In the second model, the same demographic and experience variables were entered as 
predictor variables, and Behavioral Response Intensity (weighted sum) was the criterion 
variable. All of the predictor variables produced an adjusted R2 of .07 (F(10, 556) = 4.81, p < 
.001), reflecting that these variables accounted for 6.6% of the variance in Behavioral 
Response Intensity. Overall, four predictors were significantly related. The strongest 
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predictor was gender, with women having significantly higher Behavioral Response Intensity 
than men (β = -.16, t(556) = -3.69, p < .001). The next highest predictor was attending a 
Distressed Students training at UCSB (β = .13, t(556) = 2.66, p = .008).  The last two 
significant predictors were having a mental health related job (β = .10, t(556) = 2.29, p = .02) 
and having a family or friend with a mental illness (β = .10, t(556) = 2.16, p = .03).  
Finally, a post-hoc analysis of Depression Rating and Behavioral Response Intensity 
differences across vignette and participant race or ethnicity was conducted to detect any 
potential vignette-specific variance related to racial or ethnic group. The three largest self-
identified racial or ethnic groups – White/European American (59.2%), Asian or Asian 
American/Pacific Islander (18.3%), and Hispanic or Latino/a (17.0%) – were included in 
analyses, as the remaining groups made up less than 6 percent of the sample.  The results 
were filtered by vignette severity to identify any racial or ethnic differences emerging with 
different presentations of depression. For each vignette severity, a one-way ANOVA was 
conducted with race or ethnicity as the grouping variable, and Depression Rating and 
Behavioral Response Intensity as the dependent variables. Notably, no significant differences 
were found for Behavioral Response Intensity Ratings in any of these analyses. However, 
significant results were found for Depression Rating within the lowest and highest severity 
vignettes. In the lowest severity vignette, mean Depression Ratings differed significantly 
between the three groups under study, F(2, 509) = 11.8, p < .001. A Tukey post-hoc test 
revealed that the mean Depression Rating given by White/European American participants 
(5.4) was significantly lower than participants identifying as Hispanic or Latino/a (6.3) or 
Asian or Asian American/Pacific Islander (6.0). In the highest severity vignette, mean 
Depression Ratings differed significantly between the three groups, F(2, 542) = 4.6, p = .01. 
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Further inspection using a Tukey post-hoc test revealed that the mean Depression Ratings 
given by White/European American participants (9.5) was significantly higher than 
participants identifying as Asian or Asian American/Pacific Islander (9.1). 
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Chapter V 
Discussion 
The high rates of untreated depression in university students and the increasing 
reliance on referrals from laypeople in the university community requires an investigation of 
the utility and mechanisms involved in linking students to appropriate resources. Therefore, I 
designed the current study to investigate the variables involved in laypeople’s appraisal of, 
and response to, a depressed student. I assessed the overall patterns in laypeople’s depression 
appraisal and responses when given presentations of varying depression severity. In addition, 
I investigated the potential mediating function of depression appraisal in the relation between 
severity of depression presentation and Behavioral Response Intensity among the whole 
campus sample and within specific campus roles. Finally, I identified layperson-specific 
variables (e.g., gender, campus role, previous experience with mental illness) involved in 
who under-appraises and under-responds with a student presenting with severe depression.  
This study provided a unique examination of how individuals in a heterogeneous 
university community distinguish and respond to early, more ambiguous signs of depression, 
as well as more clinically severe presentations. The study also contributed to a broader 
understanding of the specific mechanisms involved in the depression identification and 
response process with different levels of depression severity. In addition, it also isolated the 
specific factors most related to under-rating and under-responding to a student with severe 
depression, which provides essential information for training and program development.  
Summary of Important Findings 
Across research questions, three primary findings emerged as the most important: 1) 
Laypeople can identify depression; 2) Perception of depression is needed for action; 3) Men 
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and people with no mental health experience under-respond. Each of these findings are 
explored in turn.  
1) Laypeople can identify mental illness. The results indicated that students, faculty, 
and staff who saw the low severity vignette reported significantly lower Depression Ratings 
and lower response intensities compared to the participants who saw more severe vignettes. 
Likewise, those who saw the highest severity vignette reported significantly higher 
Depression Ratings and higher response intensities compared to participants who saw lower 
severity vignettes. There was a linear relation between the severity of a student’s clinical 
presentation and participants’ judgment of the student’s depression level, as well as the 
intensity of how they respond. This supports the notion that the general university 
community does have the ability to identify students who are expressing differing levels of 
depression symptoms, not just the most severe. It also indicates that the community is 
broadly able to differentially select responses to a hypothetical depressed student which are 
consistent with their perceived depression severity. This finding is important, given the 
limited existing data on the capacity of U.S. university affiliates to recognize and respond to 
a student with depression. Study results set an important baseline for future research to make 
comparisons and track any potential changes.  
Two findings add nuance to these particular results. First, it should be noted that 
Vignette Severity, Depression Ratings, anxiety ratings, and eating disorder ratings were all 
positively and significantly correlated with each other, illustrating that participants who were 
shown more severe depression vignettes also perceived the student to have other 
psychopathology not explicitly described in the vignette. This may reflect a tendency to 
conflate depression symptoms with other disorders, which is not surprising given that the 
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participants are not trained to make a differential diagnosis between anxiety, depression, and 
eating disorders. Second, the participants rated the lowest and moderate severity vignettes as 
having significantly higher Depression Ratings compared to mental health clinicians. This 
indicates a tendency among laypeople to potentially over-identify behavior as more 
pathological or extreme. There appears to be a large identification bias, indicating that the 
threshold for raising a flag of concern is lower among non-mental health clinicians. 
However, this should not necessarily be considered a flaw, as it is preferable to have over-
identification as a first gate.  
2) Perception of depression is needed for action. The current study’s results provide 
support for the intuitive notion that it is important for people to recognize depression 
symptoms for them to respond. There is an implicit assumption that people will respond 
more intensely when the situation is serious, but perception of a serious situation is necessary 
for this to happen.  People’s assessment of depression level is a meaningful conceptual 
variable in predicting how they will respond. The intensity of a response is more closely 
related to how someone judges depression severity, rather than the presentation in and of 
itself. Fundamentally, how someone judges another’s depression level will influence how 
they respond. However, response depends on both context (i.e., presentation alone) and the 
recognition of depression. Both Vignette Severity and Depression Rating were significant 
predictors of Behavioral Response Intensity, so it is possible to predict the magnitude of a 
person’s response from the type of vignette they received, but the intensity of their response 
is more strongly based on their depression identification rating. Put simply, very depressed 
people will get a response, but they are more likely to get a higher intensity response if 
people recognize them as being depressed.  
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The results indicated that the same general patterns were found when computing 
mediation models for each campus role subgroup. Notably, Vignette Severity was a weaker 
predictor for undergraduates compared to faculty/staff and graduate students. The finding 
that undergraduates’ response intensities were less influenced by Vignette Severity compared 
to those of graduate students, faculty, and staff might indicate that there are other factors in 
addition to a student’s presentation that influence how undergraduates will respond.  
Overall, this mediation is an important contribution to the literature on mental health 
literacy, as it provides evidence of the central importance of recognizing depression in taking 
action. Previous mental health literacy research has shown that inadequate mental health 
literacy is related to a lack of help-seeking behavior (Rickwood et al., 2005); if people 
downplay someone’s depression, they are less apt to take appropriate action. Therefore, this 
research expands on the previous research by showing the importance of people perceiving 
another’s distress as a meaningful contributor to how they will respond.  
These findings are also in line with the decision model process initially outlined in the 
bystander intervention research (Latane & Darley, 1970). Before responding, a person with 
the potential to intervene goes through a step-wise process that begins with recognizing a 
concerning situation that could benefit from intervention, followed by deciding what kind of 
help would be appropriate to provide and how to carry it out. This parallels the assumption 
behind the mediating role of Depression Rating preceding a response action.  
3) Men and people with no mental health experience under-respond relative to 
women and those with mental health experience. By isolating the results to those who saw 
the most marked presentation of depression, certain variables emerged as most pertinent to 
under-recognizing and under-responding to a student in dire need of recognition and 
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response. In particular, the results indicated that gender is a significant predictor of 
Behavioral Response Intensity, such that men are more likely to under-react to a student with 
highly severe depressive symptoms. Women were more likely to respond with higher 
intensity to the highest severity vignette.  
There were three additional significant predictors of Behavioral Response Intensity, 
all of which involved having some degree of experience or training with a person with a 
mental health concern. First, not having a mental health related job was a significant negative 
predictor of Behavioral Response Intensity. In contrast, people who have had a job providing 
treatment or services to people with mental illness reported that they would intervene more 
strongly than those without that job experience. This finding makes intuitive sense given the 
notion that people with job experience in mental health a) are more likely to be attuned to the 
risks of under-responding to someone with highly severe depression symptoms, and b) are 
aware of effective interventions to help the person and will therefore be more likely to enact 
those options.  
Second, people who reported not having a family or friend with a mental illness in the 
last three years were significantly more likely to under-respond to the severely depressed 
student. This indicates the impact of having direct experience with someone in influencing 
how an individual will respond to a student expressing serious depressive symptoms.  
Finally, people who had not attended a Distressed Student training at UCSB were 
more likely to under-respond to the severely depressed student. This finding indicates that 
attending the training may be a promising and effective way to target people who are 
otherwise unlikely to respond appropriately when faced with a depressed student.  
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Similar to previous research, the current results indicated that participants who 
endorsed having a personal experience of mental illness did not have significantly better or 
worse recognition than those who did not have such personal experience.  This finding was 
consistent with Goldney et al. (2001), who found that participants with major depression 
were no more likely than healthy participants to recognize depression in a vignette. Notably, 
Kim, Saw, and Zane (2015) found that individuals who themselves had severe depression 
had worse recognition and were less likely to recommend help-seeking. These findings 
suggest that having psychological symptoms may impact certain aspects of recognition and 
response.  
The variables involved in under-recognizing depression are worthy of discussion as 
well. It should be noted that only 5% of the variance in Depression Rating is attributable to 
the demographic and experience variables under study, illustrating that Depression Rating is 
primarily influenced by Vignette Severity. However, looking at only participant-level 
variables provides meaningful information about who specifically may under-appraise 
someone with serious depression symptoms. Two significant predictors emerged. Gender, 
again, was a significant predictor of Depression Rating, such that men rated the vignette as 
significantly less depressed than women. This finding reveals the important role that gender 
has on identifying the seriousness of a person’s depression. This finding is also consistent 
with previous research (Lauber et al., 2005; Reavley, McCann, & Jorm, 2012; Swami, 2012) 
indicating that men had the lowest recognition. The notion that men are more likely to 
underreport a person’s depression symptoms is particularly notable as a point of intervention 
for training. Taken together, men were more likely to both underestimate and under-respond 
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with the student with the highest severity of depression. This finding signifies an important 
gap in training for men to both recognize and respond when conditions are quite serious.  
The other significant finding was that participants who have had a job providing 
treatment or services to people with mental illness were more likely to underrate the 
vignette’s depression level. This is in contrast to previous studies (Lauber et al. 2003, 2005) 
that found that participants who had exposure to people with mental illnesses, either 
personally or through a job, had better recognition. The results of the present research are 
somewhat counterintuitive, as it would be expected that people who have worked in clinical 
settings would be better able to identify severe depression; however, it is possible that people 
who have had mental health related jobs, but yet do not identify as mental health 
professionals or trainees, are not properly trained to evaluate depression severity. Although 
they have been exposed to severe depression before, perhaps they consider the vignette to be 
less severe compared to their clinical experience due to being “desensitized.” They therefore 
may be comparing the vignette to more clinically severe depression, and judged the vignette 
with less severity compared to their clinical experiences.  
Overall, the finding that there were different predictors of depression appraisal than 
there were for Behavioral Response Intensity is meaningful. Specifically, participants who 
have had someone close to them with a mental illness don’t necessarily appraise the 
depression any more severely than other people, but they are likely to respond with more 
intensity. The same finding was true for people who attended a Distressed Student training, 
indicating that people with these experiences don’t perceive depression level differently from 
other people, but they are more likely to respond in a stronger way.   
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Taken together, the results of the current study indicate that the general university 
community of students, faculty, and staff are able to appropriately recognize a student in 
different levels of distress and indicate that their type of responding would correspond with 
the level of distress. However, not everyone will necessarily respond with the same level of 
intensity. The reasons for this are complex and provide openings for future research.  
Reflection on Institutional Context 
It must be noted that the participants in the current study were all affiliated with an 
institution, the University of California, Santa Barbara, where a national tragedy occurred 
several months before the study’s data was collected. On May 23, 2014, six people were 
killed, all UCSB students, at the hands of a disturbed young man on a killing rampage 
adjacent to the UCSB campus. The families of some victims filed a federal lawsuit alleging a 
failure to recognize “red flags” and take action to prevent the tragedy. The campus was 
traumatized and grief-stricken, and discussions about the cause and how it could have been 
prevented were prominent everywhere, from national news to intimate conversations on and 
off campus. Many of these discussions raised both awareness about early recognition of 
mental illness, and also contributed to a natural concern and hypervigilance about the safety 
of the university community. It would therefore be important to recognize that the results of 
the current study may be quite unique to the experience of the UCSB community given the 
timing of the tragedy. 
Limitations 
One major limitation lies in the vignette methodology used in this study. Although 
easily and quite frequently used, vignettes may not be the most accurate way of assessing 
mental health literacy; the employment of other methods, such as examining actual behavior 
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or informant report, allows for more precise or triangulated measurement. The use of 
vignettes provides an efficient method for assessing people’s hypothetical attitudes and 
behaviors in situations that may be otherwise challenging to replicate (Hughes, 1998). 
However, research is mixed regarding the effectiveness of vignettes as a way to measure 
actual attitudes and behaviors. Past research has indicated that using vignettes may actually 
assess how people think they should react in a given situation, not necessarily their actual 
behavior in a situation (Parkinson & Manstead, 1993). Consistent with this notion, other 
research has found that vignettes elicit different impressions and affective reactions 
compared to an in-vivo (Collett & Childs, 2011) or video-recorded comparison (Rashotte, 
2003). Overall, it appears that the use of a written vignette to gather an accurate assessment 
of the public’s mental health literacy may have significant limitations.   
Another significant limitation relates to the ambiguous nature of the participants’ 
relationship with the student described in the vignette. This was also one of the most 
common reasons participants gave in explaining why they said they would “do 
nothing/ignore it” in response to the moderate or highly severe vignette (see Appendix B). 
This limitation may be directly related to third step in Latane and Darley’s (1970) bystander 
intervention decision model process, regarding the decision of whether the observer takes 
personal responsibility for carrying out an intervention. This study was designed to keep 
situational factors constant, or at least undefined (e.g., unknown diffusion of responsibility, 
unknown costs/rewards of intervening; the nature of the relationship between the bystander 
and the person in distress), as these situational factors impact the likelihood of helping 
(Latane & Darley, 1970). However, the purposefully limited context provided in the prompt, 
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“If you encountered Alex, how would you respond?” limits the participants’ ability to assess 
their personal responsibility and creates a somewhat artificial context.  
 There are also several sampling limitations. First, the small participation rate (4.8%) 
limits the accuracy of the findings. There may be a selection bias of the participants who 
chose to take the survey, such that participants with more interest in student mental health 
issues may have self-selected to take the survey. These participants may also be more likely 
to recognize and respond to the vignette given their interest in mental health issues. Second, 
the sample did not include enough faculty to create a separate category, so the faculty were 
combined with the staff category. There may be a difference between staff and faculty 
recognition and response, but due to the limited number of faculty responses, this analysis 
was not possible. Finally, the unequal sample sizes between women and men in the sample 
introduces additional variance, and does not accurately reflect the base rates in the 
population.  
Strengths 
This study provides an important examination of how individuals in a heterogeneous 
university community are able to distinguish and respond to early, more ambiguous signs of 
depression, as well as more clinically severe presentations. This study also investigated the 
specific mechanisms involved in the depression identification and response process with 
different levels of depression severity. In addition, the current research also isolates the 
specific factors most related to under-rating and under-responding to a student with severe 
depression, which provides essential information for training and program development.  
A key step in developing targeted programming and policy for improving university 
mental health is to identify a clear description of the problem (The Jed Foundation and 
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Education Development Center, 2011). The current research provides an essential assessment 
of the university-specific needs that will enable future strategic planning. By collecting 
objective data about the scope and patterns of the university community’s ability to support 
and link students to appropriate resources, this study yields some important conclusions to 
guide future policy, programming, and training. 
Contributions to the Literature 
 Given the relative infancy of the mental health literacy body of research, the current 
study advances the literature and adds nuance to the broad conceptual understanding of what 
encompasses mental health literacy. For example, the current study highlights an important 
difference in the operationalization of mental health “recognition.” As discussed previously, 
past mental health literacy studies have often operationalized mental illness recognition as 
whether or not people can correctly label a disorder. However, the use of a continuous 
severity rating appears to provide more nuanced information about how we judge severity of 
a mental health concern. In other words, mental health literacy research is moved forward by 
refining the tools of identifying degree instead of presence or absence of a concern.  
 Second, the current results captured an important distinction between depression 
recognition and response, which have been confounded in some previous mental health 
literacy research. The results indicate that a) recognition is a major influence in how someone 
responds and b) there are different predictors of recognition and response. Both of these 
factors are clearly complex and warrant additional study to advance their understanding in 
the context of mental health literacy. 
 
 
63 
Implications and Future Directions 
 Given the findings that laypeople in the campus community over-rate depression 
severity compared to trained clinicians, and may make referrals reflective of the perceived 
severity, there appears to be the potential for an abundance of identification and referral of at-
risk students. Improving the precision of referrals would entail substantial time and 
resources, given that it requires laypeople to be trained to the level of paraprofessionals. In 
addition, the danger of encouraging the campus community to raise their threshold for 
concern may dissuade people from referring students who are actually at risk. Rather, this 
over-detection appears better served by ensuring that critical services, policies and 
procedures, and institutional commitment are in place to support the high demand. For 
example, at the individual level, it would be essential that sufficient mental health services 
and staff are available to assess, triage, manage, and respond to the referrals. At the 
administrative level, involvement of key stakeholders and campus leaders is needed to 
continually oversee efforts to evaluate how the community is utilizing the services, whether 
their needs are being met, and how to triage students with more or less severe needs.  
 Nonetheless, despite the apparent robust identification and response tendencies of the 
campus community, the results of the current research indicate that there are still individuals 
who under-rate depression severity and under-respond when faced with a suicidal student. 
Given limited resources, it seems wise to focus future training and outreach efforts on men in 
the community, as gender was a significant predictor of both under-rating and under-
responding with the most severely depressed vignette. Although there was no finding that 
highlighted a deficit within a particular campus role, prior research supports a focus on male 
students in particular. Previous studies (e.g., Drum et al., 2009) indicate that two-thirds of 
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students who disclosed suicidal ideation first chose to tell a peer; therefore, to avoid missing 
any potentially life-threatening situations, it appears important to focus on training male 
students about identifying and responding to their peers. Moreover, other data indicates that a 
majority of students (64%) who have received treatment for suicidal ideation report that 
encouragement from others was a key motivator for them to seek help (Downs & Eisenberg, 
2012). The value of direct encouragement from a peer highlights the opportunity for trained 
students to have a deeper and more enduring impact on campus suicide prevention.  
 Attending a Distressed Students training proved to be an impressive predictor of who 
would respond with more intensity to the highest severity vignette. This data support the 
utility and effectiveness of the training. It is noteworthy that attending a Distressed Students 
training is the easiest method of improving response compared to the other significant 
predictors identified (i.e., having a friend or family with mental health issues, having job 
experience, and gender). The results of other similar gatekeeper training programs, which are 
designed to train people on identifying and referring people in distress, indicate some 
promising outcomes. However, similar to vignette studies, it is unclear how these gatekeeper 
training programs are translating to actual behavior (Eisenberg, Hunt, & Speer, 2012).  
Future research would also benefit from gathering more qualitative information to 
supplement the quantitative survey data gathered in the current study. Data gathered from 
focus groups and interviews with students, staff, and faulty would add depth to our current 
understanding of the variables relevant to how individuals recognize and respond to 
depressed students.   
  Overall, the growing landscape of college mental health continues to remain a 
developing and dynamic field. Future developments may include a shift from devoting 
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resources primarily to identifying and referring the most severe students, to cultivating a 
broader and more public health-oriented, prevention-focused approach (Drum et al., 2009). 
By adopting a university-wide effort to promote mental health awareness and prevention, it is 
hoped that the welfare and psychological wellbeing of every student could benefit.  
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Appendix A 
Lowest severity vignette 
Alex is a 19 year-old undergraduate student at your school. Once in a while, Alex 
feels sad and hopeless, although Alex more often has periods of normal mood. Alex 
intermittently has a poor appetite and has difficulty falling asleep. Alex is sometimes less 
interested in doing things Alex previously enjoyed and is less motivated to do school work, 
but is still able to go to class and concentrate on school assignments. Alex’s friends have not 
noticed any change in Alex. 
Moderate severity vignette 
Alex is a 19 year-old undergraduate student at your school. Alex has been feeling 
unusually sad and miserable for the last few weeks. Even though Alex is tired all the time, 
Alex has trouble sleeping nearly every night. Alex doesn’t feel like eating and has lost 
weight. Alex cannot concentrate on school work and puts off making any decisions. Even 
day-to-day tasks seem too much for Alex. This has come to the attention of Alex’s friends, 
who are concerned about how Alex is doing. 
Highest severity vignette 
Alex is a 19 year-old undergraduate student at your school. Nearly every day for the 
last few weeks, Alex has been feeling unusually sad and miserable. Even though Alex is tired 
all the time, Alex has trouble sleeping nearly every night. Alex doesn’t feel like eating and 
has lost weight. Alex cannot concentrate on school work and puts off making any decisions. 
Even day-to-day tasks seem too much for Alex. Alex’s friends are concerned because Alex 
has made statements to them like, “I would be better off dead.” Alex feels Alex will never be 
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happy again and believes Alex’s family would be better off without Alex. Alex has been so 
desperate, Alex has been thinking of ways to commit suicide.  
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Appendix B 
Qualitative responses to, “Why did you select ‘Do nothing/Ignore it’” asked to participants 
shown the moderate or highest severity vignette.  
1 
Graduate 
student 
As a graduate student, I know very few undergrads, and feel little 
connection to them as a community.  Unless Alex was a student in my 
class, or someone I was already friends with, I would feel 
uncomfortable approaching a stranger and discussing the deeply 
personal issue of their mental health. 
2 Undergraduate 
Because I feel at one point or another this is the majority of students at 
UCSB 
3 Undergraduate 
Because if he was a random person I most likely wouldn't take the 
time to hear that he has these issues 
4 Undergraduate cultural norms 
5 Undergraduate 
Depends what you mean 'encountered': if I just saw him on campus, I 
would do nothing. If we were hanging out together and he expressed 
his feelings to me, I would provide some counselling and advice. 
6 Staff I consciously minimize my contact with students. 
7 Undergraduate I don't interact with people I don't know. 
8 Undergraduate I don't know him 
9 Undergraduate 
I probably wouldn't notice anything g wrong, and if I did I wouldn't 
know what to do to really help. 
10 Undergraduate I would not be aware of any problem if I just "encountered" him. 
11 Undergraduate 
if he is not a close friend of mine, I would not try and get involved 
with a stranger's problems 
12 
Graduate 
student 
If I don't really know Alex, it would be hard for me to advise Alex: it 
would feel like I was "out of bounds". 
13 
Graduate 
student 
It depends on how well I know him and how frequently I see him. I 
don't want to misinterpret his behavior as depressed and offend him in 
any way, although I realize that the risk of offending him is worth 
ensuring he is in a good mental state. 
14 Staff 
It depends on my role with Alex and how comfortable I would feel 
talking to him. 
15 
Graduate 
student 
It would depend on context.  I would never ignore or do nothing if 
"Alex" came directly to me.  However the prompt doesn't list how I've 
come to know so much about Alex, most of this would not become 
apparent through normal teaching duties without some outreach on the 
part of the student.  Very likely I wouldn't even notice a situation like 
this without Alex coming directly to me.  I'm not sure how I would 
respond if it was Alex's friends coming to me. 
16 Undergraduate It would depend on our relationship. 
17 Undergraduate My own priorities and commitments may take precedence. 
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18 Undergraduate 
That is one option I may do, assuming the specific circumstances. 
Sometimes I don't want to be around others who will tax and drain me 
emotionally. Other times, I'm very eager to help just by being a 
pleasant energy 
19 Undergraduate 
That Shit Happens. I'm supposed to know what the Fuck to do about 
it? 
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Table 1 
Mean Behavioral Response Intensity Ratings Given by Mental Health Clinicians 
Possible responses to the vignette M SD Weight 
Doing nothing/ignoring ita 1.05 0.33 1 
Encouraging the person to do more activitiesb 2.22 0.95 2 
Spending time or socializing with the personb 2.24 1.04 3 
Encouraging self-helpb 2.65 0.79 4 
Providing practical support, giving advice or informationb 2.84 1.07 5 
Encouraging the person to seek medical helpb 2.95 1.05 6 
Listening and talking to the person, providing emotional supportb 3.30 1.41 7 
Encouraging the person to seek counselingb 3.38 0.79 8 
Contacting the counseling centera 4.00 1.18 9 
Telling a supervisor or trusted authoritya 4.05 0.94 10 
Accompanying the person to professional helpb 4.68 1.06 11 
Contacting distressed student response/campus administrationa 4.70 0.94 12 
Contacting police/ambulancea 5.59 0.90 13 
Note. Behavioral Response Intensity Ratings ranged from 1-6. 
N = 37.  
aResponses generated by the dissertation committee. bResponses from Reavley et al. (2012). 
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Table 2 
 
Demographics of the Total Sample and the Participants Shown the Highest Severity Vignette 
 
  
Percentage 
  
Total Sample 
Highest 
Severity 
Vignette 
  (N = 1,625) (n = 566) 
Age 
 
 
 
 
18 10.7 9.1 
 
19 10.2 13.4 
 
20 12.9 12.3 
 
21 11.8 12.9 
 
22 6.7 5.4 
 
23-29 21.5 20.5 
 
30-39 11.8 10.1 
 
40-49 3.9 5.8 
 
50-59 6.8 7.3 
 
60-73 3.7 3.2 
Gender 
 
 
 
 
Women 69.4 70.9 
 
Men 28.9 27.0 
 
Other 1.6 2.1 
Ethnicity 
 
 
 
 
Black/African-American 1.9 1.8 
 
Asian American 18.3 19.2 
 
Multiracial 1.5 2.0 
 
Latino/a 17.0 16.2 
 
Middle Eastern 0.8 1.1 
 
Native American 0.4 0.7 
 
White 59.2 57.7 
 
Other 0.9 1.3 
Role 
 
  
 
Undergraduate 59.5 58.1 
 
Graduate student 15.1 16.9 
 
Faculty 24.0 23.4 
 
Staff 1.4 1.6 
Highest Level of Education 
 
 
 
 
Some high school 0.5 0.2 
 
High school/GED 10.6 10.2 
 
Some college 47.0 48.7 
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Bachelors degree 15.7 15.3 
 
Some graduate work 8.7 9.5 
 
Masters degree 14.0 12.8 
 
Doctoral degree 3.4 3.3 
Mental health related job 
 
 
 
 
Yes 12.9 12.8 
 
No 87.1 87.2 
Had family or friend with a 
mental illness in last 3 years  
  
 
Yes 50.7 48.3 
 
No 49.3 51.7 
Have you ever had a mental 
illness    
  
 
Yes 26.2 27.2 
 
No 54.3 55.0 
 
I'm not sure 19.5 17.8 
Attended Distressed 
Students Training  
  
 
Yes 16.8 15.5 
 
No 83.2 84.5 
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Table 3  
Percentage Distribution of Depression Ratings for Each Vignette 
Depression Rating 
(1-10) 
Lowest Severity 
Vignette 
(n = 546) 
Moderate Severity 
Vignette 
(n = 513) 
Highest Severity 
Vignette 
(n = 566) 
1 0.7% 0.2% 0.0% 
2 2.7% 0.0% 0.2% 
3 8.0% 0.4% 0.0% 
4 11.3% 0.4% 0.2% 
5 25.1% 5.4% 1.5% 
6 17.0% 4.1% 1.4% 
7 21.8% 14.2% 2.9% 
8 9.7% 30.1% 9.5% 
9 2.8% 26.4% 19.7% 
10 0.9% 18.9% 64.9% 
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Table 4 
Percentage of Participants Selecting Possible Behavioral Responses to the Vignettes 
Possible responses to the vignette 
Response 
Weight 
% of Participants 
  
Lowest 
Severity 
Vignette 
(n = 546) 
Moderate 
Severity 
Vignette 
(n = 513) 
Highest 
Severity 
Vignette  
(n = 566) 
Doing nothing/ignoring it 1 7% 3% 1% 
Encouraging the person to do more activities 2 38% 39% 37% 
Spending time or socializing with the person 3 56% 50% 48% 
Encouraging self-help 4 30% 32% 31% 
Providing practical support, giving advice or 
information 
5 46% 47% 47% 
Encouraging the person to seek medical help 6 25% 56% 67% 
Listening and talking to the person, and 
providing emotional support 
7 79% 83% 86% 
Encouraging the person to seek counseling 8 53% 76% 80% 
Contacting the counseling center 9 8% 26% 41% 
Telling a supervisor or trusted authority 10 7% 19% 34% 
Accompanying the person to professional help 11 18% 38% 47% 
Contacting distressed student response/campus 
administration 
12 6% 22% 39% 
Contacting police/ambulance 13 1% 1% 4% 
Note. Percentages do not add up to 100%, as participants could select multiple responses. 
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Table 5 
Descriptive Statistics for Depression Rating and Behavioral Response Intensity Rating 
 
Depression Rating Highest Response Weight Weighted Sum 
Vignette 
Severity 
M (SD) 
Actual 
Range 
(Potential 
Range) 
M (SD) 
Actual 
Range 
(Potential 
Range) 
M (SD) 
Actual 
Range 
(Potential 
Range) 
Lowest  
(n = 546) 
5.67 (1.71) 1-10 (1-10) 7.85 (2.54 ) 1-13 (1-13) 21.31 (14.30) 1-77 (1-91) 
       
Moderate   
(n = 513) 
8.21 (1.42) 1-10 (1-10) 9.44 (2.38) 1-13 (1-13) 32.10 (16.66) 1-87 (1-91) 
       
Highest  
(n = 566) 
9.37 (1.10) 2-10 (1-10) 10.26 (2.25) 1-13 (1-13) 39.23 (18.34) 1-88 (1-91) 
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Table 6 
Bivariate Correlations for Behavioral Response Intensity Rating, Depression Rating, Anxiety 
Rating, and Eating Disorder Rating  
 
1 2 3 4 5 
1   Highest Response Weight -- 
    2   Weighted Sum .81** -- 
   3   Depression Rating .46** .46** -- 
  4   Anxiety Rating .21** .24** .44** -- 
 5   Eating Disorder Rating .23** .28** .40** .40** -- 
Note. N = 1,625 
**p < .01. 
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Table 7 
Spearman Correlations for Vignette Severity, Behavioral Response Intensity Rating, 
Depression Rating, Anxiety Rating, and Eating Disorder Rating  
 
1 2 3 4 5 6 
1  Vignette Severity - 
     
2   Highest Response Weight .42** - 
    
3   Weighted Sum .42** .87** - 
   
4   Depression Rating .75** .47** .48** - 
  
5   Anxiety Rating .38** .23** .25** .44** - 
 
6   Eating Disorder Rating .34** .23** .28** .38** .40** - 
Note. N = 1,625 
**p < .01. 
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Table 8 
Summary of Regression Analyses for Variables Predicting Depression Rating and Behavioral 
Response Intensity in the High Severity Vignette  
 
Depression Rating Behavioral Response Intensity 
Variable B SE B β t B SE B β t 
I don't know if I 
have ever had 
mental illness -0.07 0.13   -0.03 -0.55 0.25 2.15 0.01 0.12 
I have had mental 
illness 0.08 0.12 0.03 0.72 -2.48 1.93 -0.06 -1.29 
Age 0.01 0.01 0.05 0.74 -0.08 0.09  -0.06 -0.88 
Gender -0.42 0.11   -0.18** -4.05 -6.37 1.73 -0.16** -3.69 
Level of education 0.02 0.05 0.03 0.38 -1.35 0.87  -0.10 -1.55 
Graduate Student 0.14 0.18 0.05 0.74 2.78 3.05   0.06 0.91 
Faculty and/or Staff 0.07 0.22 0.03 0.31 4.13 3.56 0.10 1.16 
Had mental health 
related job -0.30 0.14 -0.09* -2.18 5.26 2.29 0.10* 2.29 
Had family or friend 
with mental illness 0.14 0.10 0.06 1.38 3.58 1.66 0.10* 2.16 
Ever attended UCSB 
Distressed Students 
training 0.14 0.14 0.05 0.98 6.25 2.35 0.13** 2.66 
Adjusted R2 0.05 0.07 
F     3.93**     4.81** 
*p < .05. **p < .01.  
Note. n = 566. 
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Figures 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Proposed Mediation Analysis. 
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Figure 2. Mediation Model with Standardized Beta Coefficients using Weighted Sum as 
Behavioral Response Intensity Measure.  
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Figure 3. Mediation Model with Standardized Beta Coefficients using Highest Response 
Weight as Behavioral Response Intensity Measure. 
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Figure 4. Mediation Model with Standardized Beta Coefficients with Undergraduate Sample. 
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Figure 5. Mediation Model with Standardized Beta Coefficients with Graduate Student 
Sample.
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Figure 6. Mediation Model with Standardized Beta Coefficients with Faculty and Staff 
Sample. 
